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Foreword 


During World War II, the U.S. Army Medical Department reached a 
personnel strength which it had never before attained. Its peak strength of 
700,000 was three times that of the entire Regular Army in 1939 and four 
times that of the combined Union and Confederate Forces at the Battle of 
Gettysburg. 

In contrast to personnel procurement in most other arms and services, the 
entire officer corps of the Medical Department, exclusive of the Medical Ad- 
ministrative Corps, had to be procured directly from qualified civilian pro- 
fessional groups. It could not be obtained through officer candidate schools. 
Furthermore, the personnel required were in a critical category, and the need 
for them was immediate and urgent. 

This volume of the history of the U.S. Army Medical Department in 
World War II is the story of how the enormous personnel expansion was 
achieved ; of how qualified medical personnel were secured; of how the wartime 
military medical establishment was utilized and the highest standards of pro- 
fessional medical care were maintained; and, finally, of how the wartime Medi- 
cal Department was contracted to a peacetime level. 

The magnitude of the medical achievement in World War II should not 
be permitted to obscure the difficulties that attended it. They were numerous 
and fundamental. 

Although the health of the Army rested with The Surgeon General 
throughout the war, he was very early placed in an anomalous situation, 
which violated all the principles of sound command, in that he had respon- 
sibility without complete authority. He lost overall control of procurement, 
classification, promotion, and assignment of personnel, and it was well after 
V-E Day before he was able to implement many plans that he made for the 
utilization of the entire medical force. His difficulties were compounded early 
in 1942, at the highest level of the War Department, when a reorganization 
of the Army interposed the Headquarters Army Service Forces between The 
Surgeon General and the General Staff and gave the medical component of 
the Army Air Forces, along with its other components, more independence than 
it had previously possessed. 

Emergencies had to be met, and obstacles and obstructions had to be elimi- 
nated, as they were encountered. It was almost impossible to prevent them. 
Square and round holes both had to be plugged, though those making the as- 
signments and those being assigned frequently did not see eye to eye in the 
matching process. Tensions were strong. Many newly commissioned medi- 
cal officers found it difficult to adapt to military life, while certain medical 
personnel in the Regular Army sometimes seemed reluctant to modify, much 
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less discard, its time-honored traditions, policies and operations and adjust to 
the larger organization and procedures required by global war. 

By the middle of 1943, when Maj. Gen. James C. Magee was succeeded as 
The Surgeon General by Maj. Gen. Norman T. Kirk, personnel policies for 
the remainder of the war had been established for the most part. Many of 
the problems, however, which had existed up to this time persisted almost to 
the end of the war. 

1. The most important of these problems was the procurement of sufficient 
medical personnel for all purposes, though how many persons were needed in a 
given situation depended to a considerable extent upon how those available 
were used. <A reported shortage might mean a genuine lack of sufficient per- 
sonnel to carry out an assigned mission. All too often, however, the so-called 
shortage had no reference to real need and was no more than the numerical dif- 
ference between actual and authorized strength. Rank, promotion, pay, and 
morale were also part of the general picture. 

The absence of an aggressive procurement policy on the part of the Medi- 
cal Department probably accounts, at least to some extent, for the shortages 
experienced early in 1942. Shortages became particularly acute a year later, 
when Medical Officer Recruiting Boards were abolished by the Army Service 
Forces. Thereafter, medical officers had to be recruited chiefly from grad- 
uates of medical schools as they completed shortened internships. 

Procurement of medical officers from recent graduates was accomplished, 
and on the whole satisfactorily, by issuing to undergraduates temporary com- 
missions in the Medical Administrative Corps, and, later, by the Army Special- 
ized Training Program. On the other hand, as will be pointed out shortly, 
the need for securing initially sufficient numbers of physicians from the civilian 
profession, from which most newly commissioned medical officers had to be 
secured, was less acceptably dealt with, not only from the point of view of the 
Army Medical Department but also, perhaps, from that of the national interest. 

2. A second major problem was the correct utilization of available person- 
nel. Medical officers were used with increasing efficiency as the war pro- 
gressed, but large increments continued to be necessary, both during the war 
and immediately afterward, when replacements for those who were being 
separated from military service were the principal need. 

To utilize personnel correctly, it was essential on many occasions that an 
individual be transferred promptly from one assignment to another as the 
need for his services changed. Under the happiest circumstances, this was 
frequently—particularly in the Zone of Interior—a somewhat cumbersome 
process. Under the circumstances that prevailed in World War II, it was 
further complicated by division of authority over reassignments, with the 
result that transfers were often delayed and sometimes were not accomplished 
at all. 

Part of the difficulty has already been mentioned, the lack of authority by 
The Surgeon General to control disposition of medical personnel plus the inter- 
position of the Army Service Forces Headquarters between him and the Gen- 
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eral Staff and his unfortunate subordination to the former. Shortly after this 
reorganization had occurred, his authority was further reduced when the com- 
mander of each corps area became virtually the final authority on transfer of 
personnel within his jurisdiction, while at the same time this commander 
gained an important voice in transfers between his own area and other corps 
areas. It was not until almost the end of the war that this trend was partly 
reversed and The Surgeon General secured greater control over the reassign- 
ment of Medical Department personnel within the Zone of Interior. 

When mobilization began in 1940, the classification of civilian occupations 
was still sketchy, and military occupational specialties had not yet been 
devised. It is only fair to say that, in spite of its inflexibility in certain re- 
spects, the Medical Department early recognized the need for improved classi- 
fication of medical personnel and developed this method more thoroughly than 
any other branch of service. As the classification processes improved, genuine 
shortages were reduced or eliminated by employment of available personnel 
to the best possible advantage. By the end of the war, the great majority of 
medical officers were properly classified and were assigned where it was believed 
that they would be most useful, even if, in some instances, the assignment was 
not always in conformity with the officer’s precise classification. 

There were a number of ways in which medical personnel in short supply 
were used with great efficiency. An outstanding example was the establish- 
ment of centers for specialized treatment and the use of specialist personnel 
in them. Another was the replacement, whenever possible, of scarcer cate- 
gories of personnel with those more easily obtained. The use of Medical 
Administrative Corps officers instead of Medical Corps officers in many types 
of administrative work was an illustration. The substitution was frankly 
repugnant to many officers steeped in the traditions of the prewar Medical 
Department, and some urging was necessary before the potentialities of this 
plan were fully investigated and implemented. Before the war ended, how- 
ever, the 7,500 Medical Administrative Corps officers envisaged by The Surgeon 
_General in April 1942 had grown to 20,000. Another similar, and similarly 
fruitful, policy was the substitution of members of the Women’s Army Corps 
for able-bodied enlisted men in the performance of many specialized duties. 

3. Even after the Medical Department adopted a strengthened procure- 
ment policy in 1942, procurement difficulties continued, chiefly because other 
branches of the military were involved and more comprehensive action was 
required than this Department could provide alone. No single agency existed 
for this purpose, or, at least, none that could reconcile the conflicting demands 
of the Army, the Navy, and other Federal services with those of the civilian 
community; that could determine how many physicians each of these groups 
should have; and that could then see that each of them received its proper 
share of physicians through the exercise, if necessary of compulsion on 
individuals. 

The closest approach to such an agency was the Procurement and Assign- 
ment Service, which could, and did, fix the minimum physician-civilian popu- 
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lation ratio that must be maintained in any given area. This Service, how- 
ever, operated under decided limitations. For one thing, it could neither 
compel physicians who were in excess of minimum requirements in any area 
to serve the Government nor could it determine how physicians recruited for 
military and other public service were to be divided among claimant agencies. 
About the only power the Service exerted over these agencies was to prevent 
them, in the course of their recruiting efforts, from encroaching upon the 
minimum physician-population ratios which it had established. Within that 
limit, it was of considerable assistance in obtaining volunteers. 

The Procurement and Assignment Service was further handicapped by 
the fact that it could not compel civilian practitioners to move from areas 
of lesser need to those of greater need. All that it could do in this respect 
was to use persuasion, and persuasion was, in many instances, much less than 
what the situation called for. The Surgeon General contended, and cor- 
rectly, that the real source of complaints about inadequate civilian medical 
care was not the inroads of the Armed Forces upon the professional supply 
but the concentration of physicians in some parts of the country far above 
the minimum established by the Procurement and Assignment Service and 
the inability of that Service to distribute them equitably. 

On the other hand, while the Procurement and Assignment Service saw 
to it, within the limitations just mentioned, that medical service was in ade- 
quate supply for civilian communities, many were of the opinion that its as- 
sistance to the military left much to be desired. Attempts of the Armed 
Forces to obtain a draft of physicians under special rules came to nothing, 
chiefly because of the opposition of this Service, whose successful resistance 
to this policy demonstrated that such powers of compulsion as it possessed 
were chiefly directed against the military. It proved able not only to prevent 
the armed services from recruiting physicians on a voluntary basis beyond 
the limits it had established but also proved able to enjoin them from drafting 
physicians even within these limits. 

In short, the Selective Service System was the only agency with power 
to compel physicians to enter the Armed Forces, and its authority was limited 
to persons within the general draft age, which meant that it could not affect 
a very large number of the physicians in the United States. The effectiveness 
of the Selective Service System was further limited by the hesitancy of local 
draft boards in drafting physicians, even within the specified age group. 

Procurement difficulties continued into the postwar period. When the 
war ended, large numbers of casualties were in Army hospitals in the Zone of 
Interior, as well as overseas, many of them still to receive definitive treatment 
and many of them requiring specialized care. Yet this was the very time 
that tremendous pressure was brought upon The Surgeon General for the 
early, and sometimes the immediate, release of physicians, not only by civilian 
groups and communities, but also by members of the U.S. Congress. 

It would be unfair to end this foreword on such a note. It is true that 
conflicts and misunderstandings were numerous and that they persisted 
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throughout the war, but it is equally true that working cooperation and the 
desire to get on with the job generally prevailed on local levels. It was an 
enormous task to assemble the Medical Corps and allied medical services; to 
utilize them to the best purposes during the war; to accomplish this task 
with as little disruption of civilian medical service as possible; and then to 
return these personnel to civilian life. The task was, nonetheless, carried 
out competently and sometimes brilliantly, and the U.S. Army received from 
its Medical Department the best medical service an army at war had ever 
known. 

No history of the personnel, including civilian employees, of the U.S. 
Army Medical Department in World War II would be complete without 
testimony to their skill, loyalty and devotion, both as a group and as individ- 
uals. Officers and enlisted personnel, those who were in the Regular Army 
and those who entered service from civilian life, gave of themselves unstint- 
ingly throughout the entire war. They shared the dangers of combat. Many 
of them were wounded. Some of them lost their lives. To each of those 
who served, the U.S. Army Medical Department, the U.S. Army, and the 
Nation will be forever indebted. 


Lronarp D. Heaton, 
Lieutenant General, 
The Surgeon General. 
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Preface 


This volume is one of a series on the history of the U.S. Army Medical 
Department in World War II. It deals most fully with the commissioned 
and enlisted members of the Army’s medical service, less fully with the large 
number of civilians, the sizable contingent from the Women’s Army Corps, 
and the numerous prisoners of war who were employed in the Department’s 
work. Other groups that assisted the medical service but which were com- 
paratively small in size—the body of Red Cross workers, for example—are 
given much briefer consideration. 

Inevitably, the subject matter of the volume overlaps that of others in this 
series. The uses to which personnel were put can hardly be discussed without 
touching on their employment in hospitals and, thus, entering on a small por- 
tion of the field covered by the volume dealing with hospitalization and evacua- 
tion in the Zone of Interior. To make clear one way of alleviating personnel 
shortages, it has been necessary to give certain facts about training, even at 
the cost of encroaching on the history of that subject. Similarly, such apparent 
inadequacies as the relatively superficial coverage of Army Ground Forces 
medical and paramedical personnel are made up in more appropriate contexts 
in other volumes. 

For reasons made clear in the narrative, the volume covers not only the 
years during which the United States was at war but a space of time before and 
afterward—roughly the years 1939 through 1946. In a few instances, the 
account of some train of events begins at a considerably earlier or concludes 
at a rather later date if such a departure makes for a better understanding 
of the subject. 

Most of the actions and decisions on personnel matters recorded in this 


‘volume emanated from the higher authorities of the War Department, par- 


ticularly the Surgeon General’s Office, the General Staff, the Air Surgeon’s 
Office, the headquarters of Army Service Forces, and the offices of the com- 
manding generals of service commands and theaters of operations or their 
surgeons. The actions that figure most prominently in the account are those 
of the Surgeon General’s Office, since it had comprehensive responsibility for— 
though not equally full power over—the Army’s Medical Department. That 
power, as regards personnel, was shared by other agencies, not only inside but 
outside the War Department. Of great influence in this respect were Congress 
and its committees, certain civilian branches of the Executive—the Selective 
Service System, the War Manpower Commission, and the latter’s Procurement 
and Assignment Service—and nongovernmental agencies such as the American 
National Red Cross, professional organizations in the field of medicine and 
their journals, other groups intent on promoting special interests, and finally 
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unorganized public opinion in its various forms of expression. The influence 
of all these agencies, so far as it was brought to bear on the personnel administra- 
tion of the Army’s medical service, is therefore also taken into account. 

Statistics have been used extensively in this volume, not only to record in 
quantitative terms personnel developments in the Medical Department but 
also to compare them with developments in the Army as a whole. For these 
purposes, the authors have, as a rule, used the statistical source which gives 
the most detailed and comprehensive data on the particular point under dis- 
cussion. A number of agencies produced these data. However, most of the 
time series compiled for the volume are based on data assembled by the Office 
of The Adjutant General, the chief agency of the Army for preparing personnel 
actions and maintaining records of them. 

The Adjutant General’s summaries of Army strength (including distri- 
bution according to race, rank, branch of service, and losses of personnel) 
derive added authority from the fact that they are compiled from informa- 
tion entered on each unit’s morning report, which “is a permanent, statistical, 
and historical record” (AR 345-400, 7 May 1943, 1 May 1944, 3 January 
1945). Each month, the information in these reports was consolidated for 
a particular cutoff date, a summary being made first on an area level and then 
by The Adjutant General, for all areas combined. The most important time 
series used which do not entirely follow The Adjutant General’s figures are 
the worldwide strength of the Medical Department and its individual com- 
ponents from Pearl Harbor to mid-1946. These series were supplied to the 
authors in 1950 by the Resources Analysis Division, Office of The Surgeon 
General. They incorporate many of The Adjutant General’s figures but for 
the most part differ, often very substantially, from them. The differences 
result primarily from using summaries of orders for accessions and separa- 
tions of personnel instead of The Adjutant General’s summaries of head 
counts based on the morning reports. The authors have made use of these 
series both in stating Medical Department strengths and in computing ratios 
and percentages involving them. One reason for doing so is that the Resources 
Analysis Division in the latter part of the war and for some years after- 
ward was The Surgeon General’s chief authority on statistics of Medical 
Department personnel; the series may therefore be regarded as virtually the 
official statement of the Medical Department on its strength and, as such, appro- 
priate for use in this volume. The series are also somewhat more compre- 
hensive than those of The Adjutant General. The reader may compare the 
two sets of figures for himself as they are reproduced in table 1. 

The statistical approach proved to be particularly useful in the discussion 
of oversea matters. It lent itself to a treatment of the oversea personnel situ- 
ation as a whole, rather than by individual theaters, and at the same time facil- 
itated comparisons among different areas, thus enabling the demands of space 
to be more readily met than would otherwise have been possible. Neverthe- 
less, much attention is focused on the European theater, not merely because it 
gave rise to more comprehensive personnel statistics than any other theater, 
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but because it was the largest theater in terms of both medical and general 
Army strength. 

Max Levin is responsible for the sections on oversea developments and 
for most of the statistical compilations. For all other parts of the volume, 
John H. McMinn is responsible. The entire manuscript was prepared in the 
first instance under the direction of Donald O. Wagner, Ph. D., whose contri- 
butions extended to various changes in organization and a number of textual 
revisions. After both the authors and the original editor had left The His- 
torical Unit, the volume was further reorganized and substantially reduced 
in length by Dr. Charles M. Wiltse, assisted by Mrs. Lucy W. Lazarou. The 
basic content of the volume and much of its language, however, is still that 
of Dr. McMinn and Mr. Levin, whose names appear on the title page as 
coauthors. 

The bibliographical note mentions the most important documents, types 
of recorded material, and file collections used in preparing the volume. Much 
information also came from personal interviews and correspondence with 
officers and civilians familiar with the Medical Department’s personnel oper- 
ations during the war and from comments on chapters of the manuscript which 
a rather large number of them were kind enough to review. The names of 
reviewers are listed under “Acknowledgments.” Without their willing co- 
operation, many valuable facts would not have come to the writers’ attention, 
and many official documents could hardly have been properly interpreted. 
Singled out for particular mention here must be Maj. Gen. George F. Lull, 
USA (Ret.), and Dr. Durward G. Hall, Colonel, MC, USAR, both wartime 
chiefs of the Personnel Service, Office of The Surgeon General; and Miss Anna 
E. Carey, whose long and intimate connection with the personnel service makes 
her authority preeminent in all matters concerning it. These three individ- 
uals reviewed all of the manuscript in each of its revisions and acted collec- 
tively as an ad hoe advisory editorial board in the finalization of the text. 
The writers are also indebted to Mr. Joseph A. Logan of the Office of the 
Comptroller of the Army, whose advice and assistance as a statistical expert 
could always be counted upon, and to the former Chief Historian, Dr. Kent R. 
Greenfield, his successor, Dr. Stetson Conn, and other members of the Office 
of the Chief of Military History, Department of the Army, who made many 
useful suggestions as to form and content. Finally, they wish to acknowl- 
edge the contributions made by the Director of The Historical Unit, U.S. 
Army Medical Service, Col. John Boyd Coates, Jr., MC; by Mrs. Josephine 
P. Kyle, former Chief of the General Reference and Research Branch; by Miss 
Rebecca L. Duberstein, who performed the final publications editing and pre- 
pared the index; and by their coworkers in all branches of The Historical Unit. 
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CHAPTER I 


Composition of the Medical Department 


INTRODUCTION 


In the years immediately following World War II, changes in organization 
and policy were made that should eliminate or modify some of the personnel 
difficulties that make up much of the subject matter of this book. Important 
among these postwar developments is the centering of responsibility for health 
and medical aspects of mobilization planning and for the maintenance of effec- 
tive relations with the public health and medical professions at the level of the 
Secretary of Defense. Other improvements include the continuously current 
professional classification of both civilian and Army doctors; adjustments in 
rank and pay of medical and dental officers; the extension of compulsory mili- 
tary service to special groups; desegregation throughout the Army ; the appoint- 
ment of women doctors in the Regular Army Medical Corps, and of male officers 
in the Army Nurse Corps; and the establishment of standards for graduates 
of foreign medical schools. All of these changes deal with areas in which the 
problems of the Medical Department differ in kind or in degree from those of 
the Army as a whole—problems accentuated by the same wartime conditions 
that demanded they be resolved. 

At peak strength in 1944, the Department comprised approximately 
700,000 military personnel, about 8.5 percent of the entire Army. This figure 
does not include a substantial number of individuals from other branches of 
the military service who served under Medical Department command—among 
them chaplains, engineers, and about a fifth of the members of the Women’s 
Army Corps. In addition, the Department employed perhaps as many as 
150,000 civilians in the Zone of Interior and overseas. In both areas, some 
80,000 prisoners of war were also detailed to the Medical Department to assist 
in its work. The variety of personnel was reflected particularly in the number 
of officer components. Before the end of the war, there were nine of these— 
the Medical, Dental, Veterinary, Sanitary, Medical Administrative, Pharmacy, 
and Nurse Corps, the Hospital Dietitians, and the Physical Therapists. 

Although the responsibilities of the Department were administrative as 
well as medical, the availability of doctors was the major limiting factor in 
officer procurement throughout the war. The output of the medical schools was 
never great enough to meet the demand, nor was it possible to draw enough 
physicians from civilian practice to make up the deficit. 

The functions of the Medical Department were preventive as well as cura- 
tive, and extended not only to men and women but also to the relatively small 
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number of animals—chiefly dogs, horses, and mules—that were used by the 
Army. The preventive program included sanitation in connection with messes, 
waste disposal, water supplies, and housing; measures for the control of 
venereal disease; immunization against many common and some uncommon 
diseases; personal hygiene; food inspection; proper nutrition; and insect and 
rodent control. The program also extended to epidemiological studies, and the 
supervision of public health in occupied territories. Another essentially pre- 
ventive function of the Medical Department was the physical examination of 
all persons entering or leaving the Army and of many on numerous occasions 
in between. In addition to research of a strictly clinical nature, the Medical 
Department was required to engage in “research and experimentation connected 
with the development and improvement of Medical Department material, 
equipment, and supplies.” * 

At the higher levels, administrative functions, too, were performed by doc- 
tors, since Medical Corps officers alone could command organizations dealing 
with the treatment, hospitalization, and evacuation of patients, except in an 
emergency when no such officers were available.2 Medical Corps officers also 
performed staff functions such as directing the medical service of nonmedical 
units, advising commanders and their staffs on medical matters. The com- 
mander of every nonmedical organization the size of a battalion or larger 
normally had a medical officer on his staff. Specific staff responsibilities 
extended to medical supply, training, and the maintenance of clinical and 
allied medical records. 

Although not legally bound to do so, the Medical Department, insofar as 
practical, had always cared for Army dependents and for certain civilians 
overseas. This was extended during the war to include prisoners of war and 
patients belonging to the U.S. Navy, other Federal agencies, American enter- 
prises engaged in the war effort, and Allied forces when their treatment else- 
where was impracticable. This particular demand on the Medical Department 
was offset to some extent by the medical service of our Navy and by those of 
Allied countries, especially Great Britain. 

In the 2 years before Pearl Harbor, the Medical Department, like the 
Army in general, attained a size unprecedented in peacetime. The problems 
related to this growth were certainly more difficult than any the Department 
had encountered since the First World War. Starting with a small complement 
of officers, nurses, and enlisted men and a personuel organization more suited 
to the needs of peace than of war, the Medical Department had to carry out 
the process of rapid expansion at the same time that it adjusted its recruiting 
effort to the quotas permitted by the War Department. The expansion in- 
volved building up the Reserves as well as the active forces, and was partly 
achieved by re-creating a system of unit reserves, or affiliated units. In en- 
larging its strength, the Medical Department encountered further problems, 


1 Army Regulations No. 40-5, 15 Jan. 1926. 
2 Army Regulations No. 40-10, Changes No. 1, 25 July 1935. 
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among others the difficulty—at a time when civilian medical service was more 
than ever in demand—of inducing professional people to enter the Army in 
large numbers and of keeping them in it once they had been secured. Partly 
as the result of these difficulties, the Medical Department had to improve 
its methods of classifying and assigning personnel so as to make the best use 
of its manpower. Meanwhile, the Department had to consider how or whether 
to utilize certain special groups, such as Negroes (doctors, dentists, and nurses) 
and graduates of foreign medical schools. 

The first 2 years of war likewise had their special characteristics. Perhaps 
the most salient feature was that procurement became more important than 
it was before or afterward; the Medical Department, like the rest of the Army, 
obtained most of its personnel at this time. The advent of war made the 
affiliated units available for use, and the process of bringing them into service 
during 1942 and 1943 raised new problems of personnel administration. At 
this time, also, the final steps were taken to conserve the supply of students 
of medicine for the future use of the Army and of the civilian community. 

In late 1943, definite ceilings were placed on certain important categories 
of medical personnel. As a result, the problem from then on became not so 
much one of obtaining more personnel as of using the men and women already 
in service as efficiently as possible. Measures for the latter purpose were 
developed or initiated during this period, even though they were carried still 
further later on. Thus, at the very beginning of the war, certain congres- 
sional enactments and War Department directives relaxed the physical stand- 
ards required for officers, extended the term of military service, and enabled 
the Army to deploy its personnel more as it saw fit. 

Also, during the first 2 years of the war, the system of rank and promo- 
tion Army-wide was basically remodelled. The only pay increase of the war 
for enlisted men and officers was provided by Congress in 1942. Late in the 
same year, two new female components of the Medical Department were 
created—the Physical Therapists and the Hospital Dietitians—and in 1943 a 
new male officer component, the Pharmacy Corps. These were the only Medical 
Department components added during the war. 

Also, toward the end of 1942, a Committee to Study the Medical Depart- 
ment of the Army examined, as one of its fields of inquiry, various phases of 
medical personnel administration. The Committee, appointed by the Sec- 
retary of War and consisting of six civilian and two retired Army doctors, a 
hospital administrator, and a representative of Headquarters, Army Service 
Forces, ranged over a wide area in the course of its investigation including, 
besides personnel matters, the organization of the Surgeon General’s Office 
and its place in the War Department structure, medical supply, and the effi- 
ciency of Medical Department installations.* 


*For a full account of the Committee and all aspects of its work, see Medical Department, 
United States Army. Organization and Administration in World War II. Washington: U.S. Govern- 
ment Printing Office, 1963, pp. 145-185. 
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In certain other fields of personnel administration, developments occurred 
which continued into the later war years. Thus, the organization and re- 
sponsibilities for personnel management began to change radically in a number 
of ways shortly after the beginning of the war, but did not reach their final 
form until later. During this period, also, the Medical Department consider- 
ably widened its use of special groups, but without arriving at a final solu- 
tion of the problem. 

The later war years were marked by several new trends, beginning in the 
summer and fall of 1943. In the realm of organization and responsibility for 
personnel affairs in the Zone of Interior, there was a tendency to revise the 
organization of the Surgeon General’s Office so as to obtain more detailed 
knowledge of personnel resources; at the same time, the movement continued 
to centralize in his Office more control over personnel, and also to restore the 
personnel authority of the service command surgeons, all of which reversed 
the trend of the early war years. In this matter of procurement, while that 
process continued to occupy much of the Medical Department’s attention, it 
was restricted not only by the ceilings imposed on Medical and Dental Corps 
strength but by the greater difficulty of obtaining doctors, nurses, and enlisted 
men. Asa result, more emphasis was placed on measures to offset these restric- 
tions on procurement. For one thing, there was a greater tendency to supple- 
ment the categories of personnel in short supply—or to replace them in certain 
kinds of work—with other types of personnel more readily obtainable. There 
were also new estimates of personnel requirements and further improvements in 
utilization. At the same time that these developments were taking place, 
policies concerning promotion and rank were revised, while conditions sur- 
rounding the use of Negroes and Japanese-Americans also changed. The 
outstanding feature of this period in the field of personnel, however, is that 
the Medical Department adjusted itself to the exigencies of war by more in- 
tensive cultivation of the resources at hand. Nevertheless, long before the 
end of the war, the business of adjustment to a restricted area of war and 
ultimately to a peacetime situation came under consideration; the problems 
of redeployment and demobilization seemed to press for an even quicker set- 
tlement than those of worldwide war itself. 


MILITARY COMPONENTS 


At the head of the Medical Department before, during, and after the war 
was The Surgeon General. A Federal statute provided that he should have 
the rank of major general and should be appointed by the President with the 
advice and consent of the Senate.t A further statute provided for four as- 
sistants, appointed in the same way, with the rank of brigadier general, one 
of whom must be an officer in the Dental Corps.° 


441 Stat. 766. 
552 Stat. 8. The law, approved on 29 January 1938, was made retroactive to 1 July 1937. 
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Prewar Period, 1939-41 


Until the passage of the Selective Training and Service Act on 16 Sep- 
tember 1940, the Army contained three traditional components: The Regular 
Army, the Reserves, and the National Guard. The Regular Army comprised 
officers and enlisted men who were on active duty at all times; the Reserves 
were intended to meet the need for additional officers and enlisted men during 
an early period of mobilization; and the National Guard was designed to 
serve in case of emergency or actual hostilities. Both the Reserves and Na- 
tional Guard were organized into units similar to those of the Regular Army, 
but the Reserve units were largely paper ones. 

After the passage of the Selective Service Act, the Army contained a 
body of officers and enlisted men who were referred to simply as “Army of the 
United States personnel”; that is, officers commissioned in the Army of the 
United States but not necessarily in any of the components just mentioned, 
and enlisted men not designated as members of one of these three components.® 
During the war, this Army of the United States personnel came to constitute 
by far the largest part of the Army. 

Prior to World War II, the Medical Department contained seven military 
components—five officer corps whose members held full commissioned rank 
(the Medical, Dental, Veterinary, Sanitary, and Medical Administrative 
Corps), one whose members held relative rank (the Army Nurse Corps), and 
a body of enlisted men. 

In 1939, all Medical Department officer corps except the Sanitary Corps 
were represented in the Regular Army, the National Guard, and the Reserves; 
the Sanitary Corps existed only in the Reserves. Reserve officers took corres- 
pondence courses, upon the completion of which they were awarded certificates 
of capacity entitling them to promotion when they had served the prescribed 
time in grade. Many of the older officers were men who had transferred to the 
Reserve Corps after World War I. Others had been commissioned upon the 
completion of professional training, having taken the prescribed training in the 
Reserve Officers’ Training Corps units in medical schools. Medical Depart- 
ment officers and enlisted men of the National Guard had considerable experi- 
ence with military medicine through their year-round armory-instruction pro- 
gram and the extensive training provided at camps each summer. The Regular 
Army had a complement of nurses, the National Guard had none, while the 
Reserve of the Nurse Corps consisted of nurses registered with the American 
National Red Cross. The Regular Army, National Guard, and Reserves each 
had a complement of Medical Department enlisted men. 

Prior to the establishment of the CCC (Civilian Conservation Corps), only 
small numbers of Medical Department Reserve officers served on active duty 
for longer periods than the usual 14-day tour each year. After the initiation of 


® Many Regular Army officers held temporary commissions with higher rank in the Army of the 
United States. In the War Department statistics, the term “AUS enlisted personnel” is reserved for 
volunteers in that category ; others are listed separately as ‘‘selectees.” 
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the CCC, however, medical, dental, and veterinary officers were assigned to it 
in substantial numbers, and during the fiscal year ending on 30 June 1939, a 
total of 889 Reserve officers were on duty with the corps. Thereafter, Reserve 
officers so engaged, instead of serving on active military duty were to serve as 
contract surgeons or as civilian employees.’ 


The Medical Corps 


The Medical Corps was the original component of the Medical Depart- 
ment and remained the core of that organization. As it consisted only of 
officers who held the degree of doctor of medicine from an acceptable college 
or university and who had passed the required examinations, its professional 
duties could be defined mainly as those incident to the practice of military medi- 
cine. Medical officers also performed certain command and staff functions, as 
already mentioned.® 

Both professional and administrative duties ordinarily assigned to mem- 
bers of the Medical Corps were also shared on occasion by contract surgeons, 
although no firm determination was ever made as to their actual legal status 
in the Medical Department. They spanned the military and civilian com- 
ponents, being deprived of certain advantages of military service but sharing 
in some of the civilian ones. In the early days of the Medical Department, 
they were used extensively even on foreign service, and from this group, many 
outstanding members of the Regular Army were recruited. In the interim 
between the wars, they furnished the only medical service provided to troops 
stationed at arsenals and armories throughout the country and gave emergency 
treatment to the civilians employed at these stations. Some served on a full- 
time, others on a part-time basis, but the pay either way was relatively small. 
They had a small complement of enlisted men who usually served long periods 
at one station. Both the contract surgeon and his enlisted assistants were held 
in high regard by the officers and their families. Children, it is said, would 
often run to the infirmary for treatment of minor injuries, or for comfort, 
instead of going home. Later, many contract surgeons were used to furnish 
medical care to the enrollees of the Civilian Conservation Corps. During the 
war, they were to make a notable contribution at depots and industrial plants 
under Army control. 


The Dental Corps 


The Dental Corps, established in 1911, was responsible for the dental serv- 
ice of the Army. Members of the corps ordinarily were assigned duties directly 
connected with the prevention and treatment of dental diseases and deficiencies. 
They were also declared to be eligible for employment in other duties deter- 
mined by the needs of the service and the training and experience of the officers 


*Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing 
Office, 1989, p. 183. 
8 Army Regulations No. 40-10, 9 Jan. 1924. 
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concerned.® Each officer of the corps was a graduate of an acceptable dental 
college. The dental officer who served as one of the four assistants to The Sur- 
geon General *° administered the dental service of the Army and headed the 
Dental Division of the Surgeon General’s Office. 


The Veterinary Corps 


The Veterinary Corps, created by the National Defense Act of 1916, re- 
quired its officers to be graduates of approved veterinary schools. Their duties 
fell into two general classes—those pertaining to the inspection of foods of 
animal origin procured or used by the Army and those having to do with the 
care and management of Army animals. The members also trained and 
directed the enlisted personnel of the Medical Department assigned for duty 
to the corps. The inspection of foods rather than animal care was the prin- 
cipal activity of Veterinary Corps officers in World War II. This inspection, 
in the United States and overseas, covered the sanitary and other quality factors 
in foods of animal origin during their procurement, storage, shipment, issue, 
and other handling by the Army. Only veterinary officers commanded 
veterinary units.™ 


The Medical Administrative Corps 


While the duties of Medical Administrative Corps officers were nowhere 
stated in Army regulations, an act of 24 June 1936 provided that appoint- 
ments to the Regular Army component thereafter should be made from phar- 
macists who were graduates of recognized schools or colleges of pharmacy.” 
But neither this component nor the one which absorbed it in 1943—the Phar- 
macy Corps—was ever made up exclusively of pharmacists, nor was training 
in pharmacy ever made a prerequisite to commissioning in either the Reserve 
or Army of the United States sections of the corps. Most members therefore 
performed a variety of other duties, serving, for example, as adjutant, medical 
supply officer, mess officer, and training officer. 


The Sanitary Corps 


The Sanitary Corps Reserve had no members on active duty at the be- 
ginning of 1939. Qualifications for appointment were possession of a degree 
signifying completion of a 4-year technical or scientific college course in the 
specialty for which the candidate was selected and 3 years’ experience in a 
“highly specialized occupation or scientific specialty pertaining to the func- 
tions of the Medical Department such as chemistry, food and nutrition, hos- 
pital architecture, procurement and manufacture of medical supplies, psy- 


* Army Regulations No. 40-15, 20 Apr. 1939. This eligibility was eliminated from the regulation 
in the revision of 8 August 1945. 

1 See footnote 5, p. 4. 

“mM Army Regulations No. 605-20, 1939, and Army Regulations No. 40-2260, 1939. 

12249 Stat. 1902. 
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chology,’ public health, sanitary engineering, and other appropriate voca- 
tions.” In lieu of a college education, the candidate might present evidence 
of sufficient general and technical knowledge gained by study, training, and 
years of experience to demonstrate his fitness for the corps. The requirement 
became somewhat more rigid in 1940; nevertheless, the prewar conditions for 
appointment have been described as “very loosely drawn.” ** In 1942, how- 
ever, it became necessary for a sanitary engineer or an entomologist entering 
the corps to possess not only the appropriate academic degree but 4 years of 
satisfactory experience. About 2 years later, the pressing need for personnel 
caused a cut in the experience requirement to 2 years. Afterward, the processes 
of the Army Specialized Training Program replaced these requirements. 
Members of the Sanitary Corps, besides performing duties appropriate to their 
special training, came to be used frequently to relieve Medical Corps officers 
of certain administrative duties. 


The Army Nurse Corps 


At the outbreak of the war, the Army Nurse Corps consisted of a superin- 
tendent, assistant superintendents, chief nurses, and nurses. Until 1944, when 
the nurses achieved full commissioned status, all held “relative rank,” 7° with 
some of the rights and privileges accorded commissioned officers. To be pro- 
fessionally qualified for appointment to the corps, the applicant had to be a 
registered nurse with at least 2 years of general hospital training or equivalent 
experience.’° The duties of nurses, defined in detail by Army regulations, 
were the customary functions of hospital nurses, with the additional ones of 
supervising and administering the nursing service—which included responsi- 
bility for overseeing the work of enlisted personnel serving on the wards. 

The Nurse Corps was composed entirely of women, although, in late 1942, 
a suggestion was made that men should be appointed to it for service in psy- 
chiatric and genitourinary wards.” Toward the end of the war, after the 
nurses had attained full commissioned rank, there was some agitation in favor 
of appointing men to the corps for general nursing service, but the Army 
argued against it successfully on the ground that the performance of certain 


13 Army Regulations No. 140-83, 30 July 19386. Psychology was omitted from the list in Army 
Regulations No. 140-88, 15 Dec. 1940. 

14 Hardenbergh, W. A.: Organization and Administration of Sanitary Engineering Division. [Offi- 
cial record. ] 

15 “Relative rank’’ as officially defined meant ‘comparative rank or position of authority among 
officers holding the same grade’ (War Department Technical Manual 20—205, Dictionary of U.S. 
Army Terms, 18 Jan. 1944). Unofficially, the term generally denoted something less than full mili- 
tary rank. For convenience, it is used in the latter sense in this volume. 

16 Army Regulations No. 40-20, 31 Dec. 1934, with changes thereto. Although the wording of 
this regulation was changed subsequently in such a way that it could be interpreted to mean that 
formal training could be entirely replaced by experience, there is reason to believe that only appli- 
eants having formal training were appointed. Also, the requirement that applicants for the ‘‘perma- 
nent establishment” had to be registered nurses was omitted, perhaps inadvertently, from the issue 
of the same regulation for 5 April 1943, but was restored by Changes No. 6, 22 June 1944. 

17 Report of the Committee to Study the Medical Department of the Army, 1942. 
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nursing tasks would ruin a man’s usefulness as an officer in the eyes of enlisted 
men.'* Since World War II, male nurses have been accepted, first in the 


Reserve and more recently in the Regular Army, where they have amply proved 
their worth. 


Enlisted personnel 


The enlisted component, unlike other components of the Medical Depart- 
ment, had no special entrance requirements; qualifications were simply those 
for admission to the enlisted ranks of the Army as a whole. Certain prac- 
tices were adopted which can hardly be called real exceptions to this rule, 
such as the recruitment of technicians by the Women’s Army Corps for the 
use of the Medical Department. The Army also made an effort, by its clas- 
sification and assignment system, to channel enlisted personnel with appropri- 
ate experience into the Medical Department. But the vast majority came into 
the Department with no such special background and had to be trained after 
they arrived. 


World War II, 1941-45 


The strength of the Medical Department on 7 December 1941 was approxi- 
mately 131,600 (table 1).° Throughout the rapid expansion that followed 
American entry into the war, the five original male officer corps retained their 
sections in the Regular Army, the Reserves, and the National Guard. The 
Nurse Corps, too, retained its Regular Army section, and nurses also began to 
come on duty as members of the Reserve. Eventually, officers of all of these 
corps were directly commissioned in the Army of the United States. 

New military components were added to the Department in the course of 
the war, the hospital dietitians and the physical therapists in 1942, and the 
Pharmacy Corps in 1943. Dietitians and therapists, like the nurses, at first 
held only relative rank, but all three groups achieved commissioned status in 
1944. 


Dietitians and physical therapists 


The administrative histories of the dietitian and physical therapist groups, 
including the process by which their members attained officer status, are so 
similar that they can be considered together.”° 


18 Letter, The Deputy Surgeon General, to Miss Inez D. Mooney, Houston, Tex., 27 Feb. 1945. 

12 Strength figures for the war years vary depending on whether they are based on records kept 
in the Surgeon General’s Office or on records of The Adjutant General. 

*9 Unless otherwise noted, the account which follows is based on (1) the manuscript history of 
each group written by its director and (2) letter, Col. Emma E. Vogel, USA (Ret.), to Col. J. B. 
Coates, Jr., MC, USA, Director, Historical Unit, U.S. Army Medical Service, 28 Mar. 1956. Both 
groups are treated in greater detail in a forthcoming volume in this series dealing with the Army 
Medical Specialist Corps, into which they were eventually absorbed. 
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TABLE 1.—Strength of Medical Department, by components (exclusive 
[Office of The Surgeon General’s data in Arabic 
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of general officers), by months, 30 June 1939-30 June 1946 
numerals; The Adjutant General’s data in italics] 
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DCO AS) 2) co ae 10, 255 | 1.52 | 27,594 | 4.1 | 26,709 | 3.97 572 | .085 313 | .046 | 499,657 | -74.3 
Reta Wee || 3: su. lasn ae 10,036 | 1.49 | 28,1138 | 4.2 | 27,257 | 4.06 572 | .080 284 | .040 | 499,657 | 74.4 
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TaBLe 1.—Strength of Medical Department, by components (exclusive 
[Office of The Surgeon General’s data in Arabic 


End of month 


September-_-_--- 
October... ---- 
November-.---- 
December. ---- 


1944 


January seco es 


Misust 2s. see 
September ____- 
October: -_-=2- 
November-.---- 
December- ---- 
1945 
Januaryest oc 


February------ 


Total 
Army 


Strength 1 


6, 858, 591 
6, 993, 102 
7, 126, 818 
7, 214, 595 
7, 273, 784 
7, 333, 474 
7, 405, 665 


7, 482, 434 


7, 556, 157 
7, 653, 036 
7, 757, 629 
7, 848, 172 
7, 910, 496 
7, 992, 868 
8, 049, 770 
8, 102, 545 
8, 108, 129 
8, 103, 376 
8, 102, 061 


8, 052, 693 


8, 070, 929 


8, 129, 890 


Total 
Medical 
Department 


Strength 
Ratio to 
Army % 


606, 358 
604, 475 
619, 020 
619, 543 
628, 360 
628, 965 
634, 548 
631, 422 
622, 275 
622, 226 
615, 102 
614, 061 
619, 030 
617, 009 
623, 650 
622, 227 


628, 758 
628, 727 
636, 107 
636, O75 
638, 642 
638, 632 
651, 290 
651, 180 
661, 256 
661, 225 
673, 316 
673, 278 
679, 576 
679, 633 
688, 537 
688, 516 
680, 859 
680, 817 
687, 509 
687, 501 
682, 038 
682, 026 
669, 762 
669, 767 


667, 207 
667, 188 
669, 917 
669, 929 


See footnotes at end of table. 


Total 
officers 
Medical 
Department 


Strength 
Ratio to 
Army 3 


| 


91, 401 
89, 528 
93, 994 
94, 517 
99, 000 
99, 605 
102, 731 
102, 675 

105, 294 

105, 245 
107, 491 

106, 450 
110, 163 

108, 150 

111, 899 

110, 492 


113, 994 
113, 603 
116, 657 
116, 625 
117, 965 
117, 955 
118, 419 
118, 409 
119, 417 
119, 386 
120, 221 
120, 183 
120, 748 
120, 805 
121, 269 
121, 248 
121, 532 
121, 490 
124, 713 
124, 705 
126, 814 
126, 802 
128, 112 
128, 117 


129, 544 
129, 885 
132, 137 
182, 149 


Male Medical Department officers 


Medical 

Total Corps ? 
$ |22| 8 | $2 
| oN =| =e 
= aa & a< 

io) ee} D ia 
62, 956 9.2 | 37,009 | 5.39 
59, 965 8.7 | 84,785 | 5.06 
64, 461 9.2 | 37,189 | 5.31 
63, 212 9.0 | 36,786 | 5.26 
68, 257 9.6 | 39,074 | 5.48 
66,985 | 9.4 | 38,699 | 5.48 
70, 536 9.8 | 39, 735 | 5.50 
69, O77 9.6 | 39,348 | 5.45 
71, 517 9.8 | 39,951 | 5.49 
70, 325 9.7 | 39,813 | 5.47 
71, 900 9.8 | 40,106 | 5.46 
70,741 | 9.7 | 39,577 | 5.40 
73, 134 9.9 | 40,203 | 5.42 
71,671 | 9.7 | 39,789 | 5.36 
73,683 | 9.8 | 40,328 | 5.38 
78, 286 | 9.8 | 40, 287 | 5.39 
75, 663 | 10.0 | 41,859 | 5.54 
75,303 | 10.0 | 41,859 | 5.54 
77, 226 | 10.1 | 43,196 | 5.64 
77,226 | 10.1 | 43,196 | 5.64 
77, 644 | 10.0 | 48,503 | 5.61 
77,644 | 10.0 | 43,503 | 5.60 
77, 398 9.9 | 48,356 | 5. 52 
77,398 | 9.9 | 43,856 | 5.58 
78, 005 9.9 | 43,690 | 5. 50 
78, 005 9.9 | 43,690 | 5.52 
78, 312 9.8 | 43,987 | 5.50 
78,312 | 9.8 | 48,987 | 5.50 
78, 646 9.8 | 48,995 | 5.47 
78,646 | 9.8 | 43,995 | 5.46 
79, 180 9.8 | 44,726 | 5.52 
79,180 | 9.8} 44,796 | 5.52 
79,038 | 9.7 | 44,577 | 5.50 
79,088 | 9.8 | 44,677 | 5.50 
80, 830 | 10.0 | 45,888 | 5.66 
81,080 | 10.0 | 45,888 | 5.66 
82, 787 | 10.2 | 46,747 | 5.77 
82, 787 | 10.2 | 46,747 | 6.77 
83,418 | 10.4 | 46, 747 | 5.81 
83,418 | 10.4 | 46,747 | 5.80 
84, 080 | 10.4 | 46,970 | 5.82 
84,417 | 10.5 | 46,978 | 5.82 
84, 760 | 10.4 | 46,940 | 5.77 
84, 820 | 10.4 | 47,214 | 6.81 


Dental Veterinary 
Corps Corps 
= |22| & | 22 
=| 2 =| SE 
—& |a<| € | e< 
Dn ise] 7) ioe} 
11, 524 | 1.68 | 1,812 |0. 264 
10,995 | 1.60 | 1,699 | .250 
12,048 | 1.72 | 1,839 264 
11,639 | 1.66 | 1,751 250 
12, 769 | 1.79 | 1,858 260 
12,276 | 1.72 | 1,788: |. 250 
13, 200 | 1.82 | 1,922 | . 266 
12, 878 | 1.79 | 1,791 | .250 
13, 579 | 1.86 | 1,909 | . 262 
18,073 | 1.80 | 1,854 | .250 
13, 791 | 1.88 | 1,968 | . 268 
138,295 | 1.81 | 1,848 250 
14, 241 | 1.92 | 1,993 269 
13,609 | 1.84 | 1,929 260 
14, 382 | 1.91 | 2,007 268 
14,074 | 1.88 | 1,934 | .260 
14,193 | 1.88 | 1,957 | .259 
14,198 | 1.88 | 1,957 | .260 
14, 748 | 1.93 | 2,002 | . 262 
14,748 | 1.93 | 2,602 | .260 
14, 818 | 1.91 | 1,984 | . 256 
14,818 | 1.91 | 1,984 250 
14, 782 | 1.88 | 2,012 | .256 
14,782 | 1.88 | 2,012 260 
14,971 | 1.89 | 1,993 252 
14,971 | 1.89 | 1,993 250 
14, 868 | 1.86 | 2,037 255 
14,868 | 1.86 | 2,037 250 
14, 952 | 1.86 | 2,068 | .257 
14,952 | 1.86 | 2,068 260 
15, 121 | 1.87 | 2,024 250 
15,121 | 1.87 | 2,024 | .250 
14, 948 | 1.84 | 2,012 | .248 
14,948 | 1.84 | 2,012 | . 250 
15, 148 | 1.87 | 1,994 246 
15,148 | 1.87 | 1,994 | . 250 
15, 292 | 1.89 | 2,014 249 
15, 292 | 1.89 | 2,014 | .250 
15,110 | 1.88 | 2,038 253 
15,110 | 1.88 | 2,038 | .250 
14,895 | 1.85 | 2,045 | .253 
15,126 | 1.88 | 2,070 | .260 
14, 835 | 1.82 | 2,045 | .252 
14,991 | 1.84 | 2,059 | .250 
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Male Medical Department officers—Con. 


Sanitary 
Corps 


1,661 |0. 242 
1,562 | . 230 
1,755 | . 250 
1,674 | .240 
1,876 | . 263 
1,790 | . 250 
re 1,938 | .275 
1,964 | .270 
2,054 | . 282 
2,014 | . 280 
2,110 | . 288 
2,141 | . 290 
2,162 | .292 
2, 166 | .290 
2,209 | . 295 
2,195 | .290 
2, 246 | . 297 
2, 246 | .300 
2, 266 | . 296 
2, 266 | .300 
2,317 | . 299 
2,317 | .300 
2,288 | .292 
2, 288 | .290 
2,288 | .289 
2, 288 | .290 
2,441 | .305 
2,441 | .300 
2,515 | .312 
2,615 | .310 
2,350 | . 290 
2,350 | .290 
2, 364 | . 292 
2,364 | .290 
2,446 | .302 
2,446 | .300 
2,394 | .295 
2,394 | .290 
2,386 | . 296 
2, 386 | .300 
2, 505 | .310 
2,561 | .320 
2,525 | .311 
2,521 | .310 


Pharmacy | Medical Ad- 
ministrative 
Corps 


Corps 
= | $3 
2 | 33 
8 3S 
7) x 
58 |0. 008 
19 | 2.000 
58 | .008 
28 | 2.000 
58 | .008 
34 | .010 
58 | .008 
40 | .010 
58 | .008 
43 | .010 
58 | .008 
65 | .010 
58 | .008 
58 | .010 
47 | .006 
47 | .010 
45 | .006 
45 | .010 
58 | .007 
58 | .010 
53 | .007 
53 | .010 
55 | .007 
55 | .010 
56 | .007 
56 | .010 
57 | .007 
57 | .010 
59 | .007 
59 | .010 
60 | .007 
60 | .010 
63 | .008 
68 | .010 
66 | .008 
66 | .010 
67 | .008 
67 | .010 
65 | .008 
65 | .010 


14, 731 


14, 990 
14, 990 
14, 967 
14, 967 
14, 977 
14,97 
14, 902 
14, 902 
15, 010 
15, 010 
14, 924 
14, 924 
15, 060 
15, 060 
14, 902 
14, 902 
15, 078 
15,078 
15, 494 
15, 494 
16, 277 
16,277 
17, 071 
17,071 


17, 958 
17, 620 
18, 350 
17,970 


1.87 
1.88 
1. 87 


1.84 


1. 86 
1.91 
1.91 
2. 01 
2.01 
2.12 
2.12 


2. 23 
2.18 
2. 26 
2. 21 


Female Medical Department officers 


Total 


38, 331 
38, 300 
39, 431 
39, 399 
40, 321 
40, 311 
41, 021 
41, O11 
41, 412 
41, 381 
41, 909 
41, 871 
42, 102 
42, 159 
42, 089 
42, 068 
42, 494 
42, 452 
43, 683 
48, 675 
44, 027 
44, O15 
44, 694 
44, 699 


45, 464 
45, 468 
47, 377 
41, 829 


5.8 
5.4 
5.4 
5.4 
5.4 
5.6 
5.6 


5.6 
6.6 
5.8 
6.8 


Army 
Nurses 


27, 459 
28, 647 
28, 423 
30, 316 
29, 576 
31, 506 
30, 922 
32, 377 
32, 355 
33, 602 
34, 089 
34, 276 
35, 465 
35, 012 
36, 607 
35, 711 


36, 672 


39, 184 
39, 542 
39, 542 
40, 018 
40,018 
40, 036 
40, 108 
39, 970 
39, 970 
40, 305 
40, 805 
41, 354 
4l, 354 
41, 604 
41, 604 
42, 248 
42, 248 


42, 914 
42, 914 
44, 802 
44, 802 


Medical 
Department 
Dietitians 

S | gh 
e | 35 
a |e 
601 |0. 087 
601 | .090 
707 | .101 
666 | .100 
734 | .102 
739 | .110 
825 | .112 
785 | .110 
909 | .124 
882 | . 120 
966 | .132 
937 | .130 
1,027 | .139 
969 | .130 
1,048 | .140 
995 | .130 
1,100 | .146 
1,069 | .140 
EIST 147 
1, 101 140 
1, 167 | .150 
1,157 | .150 
E195; |; ..152 
1,185 | .150 
1, 228 | . 155 
1,197 | .150 
1,248 | .156 
1,210 | .150 
1, 283 | .159 
1,268 | .160 
1,312 | .162 
1,291 | .160 
1, 376 | .170 
1,334 | .170 
1,405 | .173 
1,897 | .170 
1,449 | .179 
1, 487 | .180 
1,456 | .181 
1,461 | .180 
1,470 | .182 
1, 483 | .180 
1,490 | .183 
1,466 | .180 


Physical 
Therapists 
S |e> 
g | 38 
5 a 
io) io 
385 |0. 056 
315 040 
403 | .057 
323 | .050 
433 | .060 
875 050 
448 | .062 
473 | .060 
513 | .072 
436 | .060 
536 | .073 
496 | .070 
537 | .073 
498 | .070 
561 | .075 
500 | .070 
559 | .074 
559 | .070 
582 076 
581 080 
616 | .079 
616 | .080 
642 | . 082 
642 | .080 
642 | . 081 
642 | .080 
643 | .080 
643 | .080 
783 | .097 
783 | .100 
807 | .100 
807 | .100 
813 | .100 
813 | .100 
924 | .114 
924 | .120 
974 | .120 
974 | .120 
990 | .123 
990 | .120 
1,080 | .134 
1,071 |, .180 
1,085 | .133 
1,061 | .180 


Enlisted men 


Medical 
Department 

° 

D ion] 
514, 957 | 75.0 
514,947 | 76.1 
525,026 | 75.0 
§25,026 | 75.1 
529, 360 | 74.2 
529,360 | 74.3 
531,817 | 73.7 
528,747 | 73.3 
516,981 | 71.0 
516,981 | 71.1 
507,611 | 69.2 
507,611 | 69.2 
508, 867 | 68.7 
508,859 | 68.7 
511,751 | 68.4 
$11,735 | 68.4 
515,124 | 68.2 
615,124 | 68.2 
519, 450 | 67.9 
519,450 | 67.9 
520,677 | 67.1 
520,677 | 67.1 
532,771 | 67.9 
582,771 | 67.9 
541,839 | 68.5 
541, 839 | 68.6 
553,095 | 69.2 
558,095 | 69.2 
558,828 | 69.4 
558,828 | 69.4 
567,268 | 70.0 
567,268 | 70.0 
559,327 | 69.0 
559,327 | 69.0 
562,796 | 69.5 
562,796 | 69.6 
555,224 | 68.5 
555,224 | 68.6 
541,650 | 67.3 
541,650 | 67.3 
537,303 | 66.6 
537,303 | 66.6 
537,780 | 66.1 
537,780 | 66.2 
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TaBLE 1.—Strength of Medical Department, by components (exclusive 
[Office of The Surgeon General’s data in Arabic 


Male Medica! Department officers 
Total Total 
Medical officers 
Department Medical Medical Dental Veterinary 
Department Total Corps 2 Corps Corps 
Total 
End of month Army 
Strength ! | 
e jaa) 2 | $4) 8 | S4i\-£ a4) o2: Pes oe ee 
a | a |e mn | a |e a | a | 
1945—Con. 
Mareeba... 224. 8, 157,386 | 669,927 | 82.1 | 136,483 | 16.2 | 84,970 | 10.4 | 46,820 | 5.74 | 14,775 | 1.81 2,045 |0.251 
670, 151 | 88.2 | 186,707 | 16.8 | 85,204 | 10.5 | 46,973 | 5.76 | 14,914 | 1.83 | 2,034 | . 250 
Aprile noes. 8, 248, 780 | 671,967 | 81.5 | 139,938 | 17.0 | 85,2385 | 10.3 | 46,790 | 5.67 | 14,730 | 1.79 2,040 | .247 
672,651 | 81.6 | 140,622 | 17.1 | 85,906 | 10.4 | 47,133 | 6.71 | 14,807 | 1.79 | 2,046 | .250 
Way's. ans 8, 291, 336 | 666,710 | 82.2 | 142,298 | 17.2 | 85,430 | 10.3 | 46,750 | 5.64 | 14,705 | 1.77 | 2,050 | . 247 | 
666, 930 | 80.4 | 142,598 | 17.2 | 85,736 | 10.3 | 46,773 | 5.64 | 14,848 | 1.79 | 2,056 | . 250 | 
UNG L= sete ssa 8, 266, 373 | 638,980 | 80.3 | 142,616 | 17.3 | 85,585 | 10.4 | 46,600 | 5.64 | 14,770 | 1.79 | 2,040 | .247 
664,763 | 80.4 | 143,481 | 17.4 | 86,394 | 10.5 | 47,071 | 5.69 | 14,758 | 1.78 | 2,059 | . 250 
JU See ice 8, 186, 444 | 659,853 | 80.6 | 145,342 | 17.8 | 86,700 | 10.6 | 47,990 | 5.86 | 14,325 | 1.75 | 2,050 | .250 
661,019 | 80.8 | 146,508 | 17.9 | 87,956 | 10.7 | 48,837 | 5.97 | 14,507 | 1.77 | 2,069 | . 250 
AMICUStE 5 oss 8, 023, 304 | 637, 684 | 79.5 | 144,475 | 18.0 | 85,645 | 10.7 | 46,980 | 5.86 | 14,170 | 1.77 | 2,070 | .258 
637,641 | 79.5 | 144, 482 | 18.0 | 86,805 | 10.8 | 47,834 | 5.96 | 14,370 | 1.79 | 2,116 | .260 
Septemker____- 7, 564, 514 | 593, 644 | 78.5 | 138,655 | 18.3 | 82,890 | 11.0 | 45,040 | 5.94 | 13, 760 | 1.82 | 2,040 | .270 
598,793 | 79.2 | 143,794 | 19.0 | 86,584 | 11.5 | 48,256 | 6.38 | 14,004 | 1.85 | 2,107 | . 280 
October: ------ 6, 487, 053 | 503, 516 | 77.6 | 115,390 | 17.8 | 71,595 | 11.0 | 37,880 | 5.84 | 12,275 | 1.89 | 1,850 | . 235 
527,658 | 81.3 | 189,582 | 21.5 | 84,871 | 18.1 | 48,093 | 7.41 | 13,637 | 2.10 | 2,008 | .310 
November-.---- 5, 333, 978 | 408,190 | 76.5 | 96,820 | 18.2 | 61,465 | 11.5 | 32,010 | 6.00 | 10,845 | 2.03 | 1,660 | .311 
448, 822 | 83.1 | 181,952 | 24.7 | 80,294 | 15.1 | 45,620 | 8.65 | 13,115 | 2.46 | 1, 987 | .3870 
December. ---- 4, 228, 936 | 323,085 | 76.4 81, 795 | 19.3 | 52,010 | 12.3 | 27,060 | 6.40 | 9,620 | 2.27 | 1,450 | .343 
830, 678 | 78.2 | 116,388 | 27.6 | 78,897 | 17.4 | 41,889 | 9.78 | 12,662 | 2.99 | 1,929 | . 460 
1946 
January. .2-5- 3, 469, 272 | 226, 735 | 65. 4 66, 700 | 19.2 | 41,290 | 11.9 | 21,610 | 6.23 7,390 | 2.13 | 1,260 | .363 
261,291 | 75.3 | 101,256 | 29.2 | 64,890 | 18.7 | 36,249 |10.45 | 11,466 | 3.31 | 1,761 | .610 
February-.---- 2, 785, 748 | 173,218 | 62.2 55, 810 | 20.0 | 33,595 | 12.1 | 17,965 | 6.45 5,800 | 2.08 | 1,050 | .377 
199,118 | 71.7 82, 410 | 29.6 | 53,488 | 19.2 | 29,459 |10.57 | 9,867 | 3.54 | 1,574 | .570 
March-...._---- 2,430, 779 | 146,807 | 60.4 | 47,713 | 19.6 | 28,798 | 11.8 | 16,291 | 6.70 5,011 | 2.06 878 | . 361 
165,674 | 68.2 | 66,589 | 27.4 | 43,352 | 17.8 | 24,273 | 9.99 | 7,888 | 3.26 | 1,299 | .580 
VN) Og [eevee eae 2, 167, 981 | 187,254 | 63.3 | 44,443 | 20.5 | 28,217 | 13.0 | 16,610 | 7.66 | 4,880 | 2.25 863 | .393 
150,128 | 69.3 | 57,317 | 26.4 | 37,845 | 17.5 | 28,041 |10.17 | 6,707 | 3.09 | 1,146 | . 580 
1 Ea eats ee Es 2,008, 494 | 121,752 | 60.6 | 38,987 | 19.4 | 24,786 | 12.3 | 14,948 | 7.44 4,010 | 2.00 766 | .381 
132,426 | 65.9 | 49,661 | 24.7 | 32,824 | 16.3 | 19,823 | 9.87 | 5,371 | 2.67 973 | . 480 
ALINO seu-aeese 1, 889, 690 | 112,303 | 59.4 34, 324 | 18.2 | 22,053 | 11.7 | 18,134 | 6.95 | 3,421 | 1.81 733 | .388 
121,566 | 64.3 | 48,587 | 23.1 | 28,788 | 15.2 | 17,847 | 9.18 | 4,684 | 2.48 874 | . 460 


1 Strength for 1939 is male strength as shown in the Annual Report of the Secretary of War for 1939 plus strength of 
nurses for 1939 as shown in this table. Strengths for June 1940 to November 1941, inclusive, are from 1 Oct. 1945. All 
other strengths are from ‘‘Strength of the Army,” 1 Mar. 1947, except the strength for March 1942 which has been corrected 
as explained in footnote 6 of table 31. 

2 Includes women doctors. One was on active duty at least as early as November 1942. By December 19438, they 
numbered 42. Their peak strength, reached in November 1944, was 76. On 30 June 1946, their number was 15. 

3 Per 1,000 of total Army strength. 

4'The Annual Report of the Personnel Service of the Office of The Surgeon General for fiscal year 1941 shows strengths 
for all Medical Department components as of 30 June 1940 which are equal to those stated here except in the case of the 
Sanitary Corps, which is credited with 6, and enlisted men, whose strength is reported as 13,585. 

5 The Annual Report of the Personnel Service of the Office of The Surgeon General for fiscal year 1942 gives the follow- 
ing strengths as of 30 June 1941: MC, 8,813; DC, 2,111; VC, 512; SnC, 173; MAC, 803; and enlisted men, 41,120. 
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of general officers), by months, 30 June 1939-30 June 1946—Continued 


numerals; The Adjutant General’s data in italics} 


Male Medical Department officers—Con. Female Medical Department officers 
CO ke 1S REELS sh trated ae cite ll aR esa VE aber es rane oa MOREE SEITE _| Enlisted men 
| H Medical 
Sanitary Pharmacy | Medical Ad- } Army Medical | Physical Department 
Corps Corps ministrative | Total Nurses Department | Therapists 
Corps Dietitians 
——— —— | —— : | ee eee i 
| sate paddy 
a a oo = a ° = = bd = a ° | x S o ro Ss bl x bis bad x on 
Sieg) @& )ee! & |ce| & |ca| @ loa! & lhel| & leg! B:.| ee 
g Qe sg | 36 fears et i ae r=] 2e eg | 28 a | 25 I 2s 
= |a<| § | 3s = | a< & |3< & |e<d) € le<! &€ | ed & 34 
7) ia R io mn | RD aa R a=} nm | & nD | Rn a=} 
S75 2S Sebi s pa =a n '- PS oS De Ba PERE bee DADE aot be zai 
1 


2, 525 0.310 61 |0.007 | 18,744 | 2.31 | 51,513 | 6.3 | 48,923 | 6.00 | 1,500 |0. 184 | 1,090 |0.134 | 533,444 | 65.4 
2,534 | .310 61 | .010 | 18,688 | 2.29 | 51,503 | 6.3 | 48,923 | 6.00 | 1,495 | .180 | 1,085 | .130 | 583, 444| 65.4 
2, 560 | .310 70 | .008 | 19,045 | 2.31 | 54,703 | 6.6 | 52,023 | 6.31 | 1,520 | .184 | 1,160 | .141 | 532,029] 64.5 
2,600 | .320 70 | .010 | 19,250 | 2.33 | 54,716 | 6.6 | 52,093 | 6.31 | 1,587 | .190 | 1,156 | .140 | 532,029 | 64.5 
2, 560 | .309 60 | .007 | 19,385 | 2.34 | 56,868 | 6.9 | 54,128 | 6.53 | 1,550 | .187 | 1,190 | .144 | 524,332 | 63.2 
2,559 | .310 60 | .010 | 19,439 | 2.34 | 56,863 | 6.9 | 54,128 | 6.53 | 1,549 | .190 | 1,186 | .140 | 524,332 | 63.2 
2, 540 | .307 58 | .007 | 19,577 | 2.37 | 57,031 | 6.9 | 54,291 | 6.57 | 1,555 | .188 | 1,185 | .143 | 521,282 | 63.1 
2,555 | .310 58 | .010 | 19,893 | 2.41 | 57,087 | 6.9 | 54,291 | 6.57 | 1,623 | .200 | 1,173 | .140 | 521,282 | 63.1 
2, 520 | .308 57 | .007 | 19,848 | 2.42 | 58,552 | 7.2 | 55,702 | 6.80 | 1,580 | .193 | 1,270 | .155 | 514,511 | 62.8 
2,544 | .310 57 | .010 | 19,942 | 2.44 | 55,552 | 7.2 | 55,702 | 6.81 | 1,585 | .190 | 1,265 | .150 | 514,511 | 62.9 
2,490 | .310 68 | .008 | 19,867 | 2.48 | 58,830 | 7.3 | 55,950 | 6.97 | 1,580 | .197 | 1,300 | .162 | 493,209 | 61.5 
2, 456 | .300 68 | .010 | 19,961 | 2.49 | 57,627 | 7.2 | 54,779 | 6.83 | 1,580 | .200 | 1,268 | .160 | 493,209 | 61.5 
2,395 | .317 61 | .008 | 19,594 | 2.59 | 55,765 | 7.4 | 52,950 | 7.00 | 1,550 | .205 | 1,265 | .167 | 454,989 | 60.1 
2,334 | .310 61 | .010 | 19,822 | 2.62 | 57,210 | 7.6 | 54,291 | 7.18 | 1,596 | .210 | 1,323 | .170 | 454,989 | 60.2 
2,025 | .312 57 | .009 | 17,508 | 2.70 | 43,795 | 6.8 | 41,250 | 6.36 | 1,360 | .210 | 1,185 | .183 | 388,126 | 59.8 
2,187 | .340 57 | .010 | 18,889 | 2.91 | 54,661 | 8.4 | 51,851 | 7.99 | 1,588 | .240 | 1,272 | .200 | 388,126 | 59.8 
1,685 | .316 62 | .012 | 15,203 | 2.85 | 35,355 | 6.6 | 33,150 | 6.21 | 1,140 | .214 | 1,065 | .200 | 311,370 | 58.4 
1, 898 | .360 62 | .010 | 17,612 | 3.30 | 51,658 | 9.7 | 48,946 | 9.18 | 1,486 | .270 | 1,286 | .240 | 311,370 | 58.4 
1,325 | .313 48 | .011 | 12,507 | 2.96 | 29,785 | 7.0 | 27,850| 6.59 | 995| .235| 940 | .222 | 214,290] 50.7 
1,676 | . 400 48 | .010 | 15,743 | 3.72 | 42,991 10.2 | 40,654 | 9.61 | 1,234 | .290 | 1,103 | .260 | 214,290| 50.7 


1,095 | .316 57 | .016 | 9,878 | 2.85 | 25,410 | 7.3 | 23,650 | 6.82 910 | .262 850 | .245 | 160,035 | 46.1 
1,507 | . 430 57 | .020\| 13,850 | 3.99 | 36,366 |10.5 | 34,291 | 9.88 | 1,063 | .310 | 1,012 | .290 | 160,035 | 46.1 
915 | .328 48 | .017 | 7,817 | 2.81 | 22,215 | 8.0 | 20,630 | 7.41 790 | .234 795 | .285 | 117,408 | 42.1 
1,266 | .450 48 | .020 | 11,274 | 4.05 | 28,922 |10.4 | 26,996 | 9.69 989 | .350 937 | .340 | 117,408 | 42.2 
750 | .309 44 | .018 | 5,830 | 2.40 | 18,919 | 7.8 | 17,523 | 7.21 668 | .275 728 | .299 | 99,084 40.8 
1,078 | . 440 44 | .020 | 8,770 | 3.61 | 23,237 | 9.6 | 21,604 | 8.89 814 | .330 819 | .340 | 99,085 | 40.8 
664 | . 306 47 | .022 | 5,153 | 2.38 | 16,226 | 7.5 | 14,907 | 6.88 625 | .283 604 | .320 | 92,811) 42.8 
- 894 | . 410 47 | .080 | 7,010 | 3.28 | 19,472 | 9.0 | 18,024 | 8.32 704 | .330 744 | .840 | 92,811 | 42.8 
545 | .271 51 | .025 | 4,466 | 2.22 | 14,201 | 7.1 | 12,956 | 6.45 609 | . 303 636 | .317 | 82,765 | 41.2 
738 | .3870 61 | .020 | 5,868 | 2.92 | 16,837 | 8.4 | 15,499 | 7.72 655 | .330 683 | .340 | 82,765 |) 41.2 
521 | .276 47 | .025| 4,197 | 2.22 | 12,271 | 6.5 | 11,193 | 5.92 526 | . 278 552 | .292 | 77,979 | 41.3 
668 | .350 47 | .020 | 5,118 | 2.71 | 14,849 | 7.9 | 13,617 | 7.21 598 | .320 634 | .840 | 77,979 | 41.3 


Source: Basic Medical Department data, 30 June 1939-30 November 1941, from table 12; does 
not include reservists on active duty on 30 June 1939. Except for enlisted strength on 31 December 
1941 and 381 January 1942, which is reported in Gre ve of the Army” (STM 30) for the cor- 
responding dates, all basic Medical Department data for the period December 1941—June 1946 come 
from ‘‘Time Series on Medical Department Personnel by Corps, 1942-1946,’ which were supplied to 
J. H. MeMinn by the Resources Analysis Division, on 24 January 1950. The series insofar as they 
cover the period from December 1941 through December 1944 existed as early as September 1945, 
when they were made available by the Resources Analysis Division for use in a statistical review 
under preparation by the Army Service Forces. (Memorandum, E. Ginzberg, Resources Analysis 
Division for Director, Control Division, Office of The Surgeon General, 28 Sept. 1945, subject: ASF 
Statistical Reference Book.) They incorporated within the material covering the period mentioned, 
strength data prepared by the Office of The Adjutant General embracing the following: All of 1944 
except the Pharmacy Corps in January, the Army Nurse Corps in February and July, Physical 
Therapists in February, and Medical Department Dietitians during the entire year, the Medical 


Continued at bottom of next page. 
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Both dietitians and physical therapists had worked in Army hospitals in 
World War I as civilians. In the years between the two World Wars, they 
continued to be employed as civilians in the Medical Department, being assigned 
in small numbers to all of the general and large station hospitals. In the 
early 1920’s, training courses were established at Walter Reed General Hospital, 
Washington, D.C., and the graduates of these courses filled most of the vacancies 
in Army hospitals from 1922 to 1939. In 1938, both dietitians and physical 
therapists were brought into the competitive civil service system. 

After Pearl] Harbor, it became apparent that civil service registers could 
not fill the demand for these two categories and that recruitment, adminis- 
trative control, and professional supervision should rest in the Office of The 
Surgeon General. In January 1942, Miss Helen C. Burns, Chief Dietitian 
at Walter Reed General Hospital, and Miss Emma E. Vogel, Chief Physical 
Therapist there, were assigned to the Surgeon General’s Office on a part-time 
basis. Eight months later, both were appointed superintendents of their re- 
spective groups and part time became full time. 

The need for military status for dietitians and physical therapists became 
more imperative as they assumed positions of greater responsibility in which 
they supervised military personnel. As civilian employees, they could not be 
ordered to stations outside the United States, where their services were badly 
needed, although they could volunteer for oversea service. Hospital units 
designated for oversea service, as well as those in the United States, seldom 
had their full quota in either category. 


Source—Continued 


Department Dietitians, March—May 1948; and enlisted men except for February—April 1942, January 
1948, and August—December 1943. All other figures are diverse from those shown in “Strength of 
the Army” and were computed by use of the following sources : 

For all male officer corps except the Pharmacy Corps Orders issued by The Adjutant General for 
accessions and separations. 

Pharmacy Corps. Report on Active Duty Personnel, Last Week of the Month, Office of The 
Surgeon General. 

Army Nurse Corps. “Procurement and Separations Account,’ Nursing Branch, Personnel 
Service, Office of The Surgeon General. 

‘s ae Department Dietitians. Dietetics Branch, Personnel Service, Office of The Surgeon 
eneral. 

. Physical Therapists. Physical Therapist Branch, Personnel Service, Office of The Surgeon 
eneral. 

It is probable that all the sources other than those pertaining to the Pharmacy Corps were based, 
despite the absence of a specific statement to that effect, on entrances into and departures from the 
service and were, specifically, orders issued by The Adjutant General for such actions. It is also 
robable that the strength figures obtained on this basis were prepared by the Resources Analysis 

ivision a short time before they were dispatched for use by the Army Service Forces; but it is not 
impossible, in view of the dissatisfaction of the Office of The Surgeon General with strength data 
submitted by The Adjutant General, that they were computed much earlier in some other unit than 
the Resources Analysis Division. 

The time series as compiled for the Army Service Forces extended through July 1945 but repro- 
duced The Adjutant General’s figures for all dates shown within that year except in the case of the 
dietitians. By 1950, however, the figures for 1945, including those pertaining to the dietitians had 
been revised by the Resources Analysis Division, and data going through the entire year 1946 had 
been added. For the period January 1945 to June 1946, inclusive, The Adjutant General’s strength 
figures therefore appear only in the following cases: Pharmacy Corps throughout; enlisted men 
throughout except for a slight variation, probably due to a clerical error, in March 1946; Army Nurse 
Corps, January to July 1945, inclusive, and Dietitians, August 1945; in the case of the last, the 
agreement between The Adjutant General’s and The Surgeon General's figures may be merely coin- 
cidental. The revision was made with a view to establishing conformity between the data on separa- 
tions compiled by the Resources Analysis Division (table 67) and the strength figures utilized by the 
Office of The Surgeon General. The figures on separations covered orders for such actions rather 
than the separations themselves. Orders for accessions also were used in the computing of strengths. 

Since considerable time might elapse between the issuance of an order for an accession or separa- 
tion and the compliance with the order, the use of these orders in determining strength tends, in the 
early period of the war, to show greater strengths than those reported by The Adjutant General, who 
compiled figures on the basis of counts of individuals present at the time of the report. 
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On 22 December 1942, an act of Congress ** provided that female dietetic 
and physical therapy personnel should be members of the Medical Department 
for the duration of the war and 6 months thereafter. Their rank was to be 
relative, but they were given the pay (including longevity pay), allowances 
for subsistence and rental of quarters, and mileage and other travel allowances 
for commissioned officers, without dependents, of the Regular Army in grades 
from second lieutenant through captain.” Early in January 1943, on recom- 
mendation of The Surgeon General, the Secretary of War appointed the di- 
rectors of these two groups in the relative rank of major, the first appointments 
under the new law. It was not until June 1944 that Congress granted full 
commissioned rank in the Army of the United States to the three female com- 
ponents of the Medical Department—anurses, dietitians, and physical thera- 
pists. This action placed them on a par with all other commissioned officers, 
male and female. It conferred on them certain important rights and privileges 
not granted by their previous status.** The same law also gave the members 
of the Army Nurse Corps full officer status. 


Pharmacy Corps 


Unlike the dietitians and physical therapists, pharmacists in the Army 
already had military status, most of them being enlisted men. In the late 
1930’s, Congress had decreed that only pharmacists should be eligible for the 
Medical Administrative Corps of the Regular Army and that the strength 
of this component should be limited to 16 members.”> Since the law did not 
provide that the corps should be reduced immediately, the desired strength was 
achieved through attrition. Pharmacists, however, wanted not only a larger 
officer corps but one bearing their name, and their insistence increased follow- 
ing American entrance into the war.2® But Maj. Gen. James C. Magee (fig. 1), 
The Surgeon General, did not favor legislation of a permanent character dur- 
ing the emergency and stated that “no purpose would be served by legislation 
affecting a minor component * * * at this time.” He further stated that regu- 
lations assured the proper dispensing of drugs and prescriptions and that “the 
organization of a Pharmacy Corps to discharge this responsibility is not indi- 
cated.” To charges that pharmaceutical service in the Army was “deplorable,” 


21 56 Stat. 1072. 

22 Army Regulations No. 40—25, 9 Apr. 1943, formulated procedures and requirements for appoint- 
ment to both groups and for personnel administration in them. 

(1) 58 Stat. 324. (2) Executive Order 9454, 10 July 1944. 

2tIn 1947, an act of Congress (61 Stat. 41) combined the dietitians, physical therapists, and 
occupational therapists (who had never had officer status) into a new Regular Army element of the 
Medical Department, the Women’s Medical Specialist Corps. 

% (1) See footnote 12, p. 7. (2) 53 Stat. 559. 

°6 (1) Letter, Hon. J. P. Wolcott, to Secretary of War, 13 Oct. 1942. (2) Letter, H. M. Burlage, 
Professor of Pharmacy, University of North Carolina, 17 Oct. 1942. (3) Postal ecard, Pat O’Malley 
(no address given) to General McAfee (SGO), 30 Nov. 1942. 
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FIGuRE 1.—Maj. Gen. James C. Magee, USA, The Surgeon 
General, 1 June 1939-31 May 19438. 


he replied that if any specific instances warranting such charges were brought 
to his attention, he would request an investigation.** 

Despite the Surgeon General’s opposition, Congress passed a law, ap- 
proved by President Roosevelt on 12 July 1943, which established a Pharmacy 
Corps in the Regular Army to comprise 72 officers in grades from second lieu- 
tenant through colonel. Officers in the Regular Army Medical Administra- 
tive Corps, pharmacist and nonpharmacist alike (there were 58) were to be 
transferred to the new corps and carried there in addition to the 72 authorized.* 
The effect was to abolish the Regular Army Medical Administrative Corps. 
Unlike the law giving military status to the dietitians and physical therapists, 
this law made no mention of a director for the new corps and The Surgeon 
General did not name one. The strength authorized for the corps permitted 
only a few of the pharmacists then in the Army to have commissioned status. 


*7 (1) Letter, Maj. Gen. James C. Magee, to L. E. Foster, General Manager, Chamber of Com- 
merce, Birmingham, Ala., 6 Nov. 1942. (2) Letter, Assistant to The Surgeon General (Brig. Gen. 
Larry B. McAfee), to L. E. Foster, General Manager, Chamber of Commerce, Birmingham, Ala., 11 
Nov. 1942. (3) Letter, Assistant to The Surgeon General (Brig. Gen. Larry B. McAfee), to Dr. 
H. M. Burlage, Professor of Pharmacy. University of North Carolina, 5 Nov. 1942. 

°8 (1) 57 Stat. 430. (2) Regular Army Strength Book, Military Personnel Division, Office of 
The Surgeon General, U.S. Army. 


| 
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CIVILIAN COMPONENTS 


Civilians served in many types of Medical Department installations. In 
the Zone of Interior, the majority were employed in hospitals and medical 
supply depots but they were also employed in the Office of The Surgeon Gen- 
eral, the offices of other command surgeons, in laboratories, and elsewhere. 
Oversea activities of civilian personnel, most of them nationals of the countries 
in which they served, were similarly widespread, extending even into the com- 
bat zones. Among the thousands who were employed in many parts of the 
world were to be found men and women of every degree of skill from laborers 
and trained artisans to technicians and even to physicians classified as 
specialists. 

An important group of civilian workers for the Medical Department who 
received no Government pay were members of the American National Red 
Cross. The Red Cross, in addition to giving certain types of assistance to the 
able-bodied members of the Armed Forces, assigned many of its personnel to 
Army hospitals, both in the Zone of Interior and overseas. In the hospitals, 
Red Cross workers rendered the patient various kinds of nonmedical service, 
such as providing assistance in the adjustment of social, economic, and family 
problems that might otherwise retard recovery; obtaining social histories, in- 
cluding medical information, upon the request of medical officers, to be used 
as an aid in determining diagnosis, treatment, and disposition; making loans or 
grants of money for certain purposes; providing “comfort” items and services 
to patients unable to obtain them for themselves; and planning and directing 
approved recreation for patients.” For these purposes, the Red Cross recruited 
both volunteer workers and paid employees, providing salaries for the latter 
out of its own funds. 


* Army Regulations No. 850—75, 30 June 1943. It should be noted that neither the Salvation 
Army nor the Young Men’s Christian Association, both of which had rendered valuable services in 
World War I, was authorized as a welfare agency in World War II. 


CHAPTER II 


Organization and Administration 


Throughout World War II, the authority for all Army personnel matters 
rested with the Secretary of War and through him with the Chief of Staff. 
On these matters, the Chief of Staff was advised by the Assistant Chief of 
Staff, G—-1 (personnel), and acted through The Adjutant General. This pro- 
cedure applied to all areas, but both organization for personnel administra- 
tion and the actual operation of the system differed widely between the Zone 
of Interior and the oversea theaters. Briefly, as far as medical personnel were 
concerned, the oversea surgeons had far greater jurisdiction than did The Sur- 
geon General in the Zone of Interior, particularly after the War Depart- 
ment reorganization in 1942. Following this latter event, The Surgeon Gen- 
eral no longer had the authority derived from being the “immediate” ad- 
viser to the Chief of Staff on medical matters, whereas the theater and oversea 
command surgeons were virtually independent of further control by The Sur- 
geon General or other authorities in the Zone of Interior. 


ZONE OF INTERIOR 
Early Organization for Personnel Administration 


The Surgeon General’s Office 


As the Chief of Staff’s immediate adviser on medical affairs, The Surgeon 
General was responsible for the overall administration of medical personnel 
affairs, although the Medical Division in the Office of the Chief of the Air 
Corps later achieved similar responsibility for medical personnel assigned to 
that corps. 

According to Army regulations, The Surgeon General had “advisory 
supervision * over (1) the appointment, classification, and assignment of Medi- 
cal Department personnel; (2) the procurement, appointment, classification, 
assignment, promotion, and discharge of members of the Medical Department 
sections of the Reserve Corps.” He had, in addition, full control over per- 
sonnel matters within units under his own command. This is implied in the 
provision which gave him “direct supervision over * * * the administration 
of all establishments for the care, treatment, and transportation of the sick 
and wounded personnel and animals of the Military Establishment, under the 


1This meant the supervision he exercised through his power to advise commanders not under 
his direct control on the enumerated matters. 
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Figure 2.—Brig. Gen. William L. Sheep, MC, prewar chief of 
Military Personnel Division, Office of The Surgeon General. 


immediate direction of the War Department.” He was also charged with pre- 
paring, and keeping up to date, plans for the mobilization of Medical Depart- 
ment personnel and material required in war, or in a major emergency.” 

The Military Personnel Division of the Surgeon General’s Office admin- 
istered a large share of these functions through its Commissioned, Reserve, 
and Enlisted Subdivisions, the remainder being performed by other branches 
of the Office which will be discussed below. The Reserve Subdivision had 
jurisdiction over Reserve officers in the Arm and Service Assignment Group, 
which was administered by the chiefs of arms and services. Each chief of 
a technical service placed officers in this group whom he could assign to his 
own. installations in case of mobilization.’ In 1939, the group contained only 
about 2 percent of the Reserve Corps of the Medical Department.* The 
remaining officers in these corps were assigned to the Corps Area Assignment 
Group, which will be discussed later. The Commissioned Subdivision kept 
individual records of all Medical Department officers on active duty. Until 


2 Army Regulations No. 40—5, 15 Jan. 1926. 

® Army Regulations No. 140—5, 16 June 1936. 

*Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1939, pp. 174-175. 
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FIGuRE 3.—Brig. Gen. (later Maj. Gen.) George F. Lull, MC, 
first wartime chief of Military Personnel Division, Office of The 
Surgeon General. 


some time after the United States entered the war, the Enlisted Subdivision 
kept similar records of enlisted men.® Col. (later Brig. Gen.) William L. 
Sheep, MC (fig. 2), headed the Military Personnel Division, until June 1940, 
when Col. (later Maj. Gen.) George F. Lull, MC (fig. 3), became its chief. 
_ The Nursing Division was responsible for personnel administration af- 
fecting Army nurses,° the Dental and Veterinary Divisions each had certain 
personnel functions relating to those particular corps, while the Professional 
Service Division (fig. 4) furnished advice to the chief of personnel in the 
selection of medical officers to fill key professional assignments. 

The Office Management Subdivision of the Administrative Division (fig. 
5) handled personnel matters of all civilians employed in the Office of The 
Surgeon General. Personnel employed in field installations were dealt with 
by the Civilian Personnel (Field) Subdivision of the Finance and Supply 
Division (fig. 6). The personnel duties of this subdivision were defined as 
the “supervision and management of the employment of civilians for Field 
Service * * * including their appointment, promotion, demotion, transfer, 


> Memorandum, Director, Military Personnel Division, Office of The Surgeon General, for Colonel 
Love, Historical Division, Surgeon General’s Office, 14 Mar. 1944. 
® Office Order No. 1, Office of The Surgeon General, U.S. Army, 3 Jan. 1939. 
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Figure 4.—Brig. Gen. Charles C. Hillman, MC, wartime chief 
of the Professional Service Division, Office of The Surgeon 
General. 


separation, classification, and retirement”; and the preparation of statistical 
reports concerning these functions and of estimates of appropriations re- 
quired. The subdivision allotted funds to stations to pay civilians employed 
there.’ The organization for personnel administration in the Surgeon Gen- 
eral’s Office is shown in chart 1. 


Corps areas 


The medical personnel functions of the corps area commander were 
exercised by the corps area surgeon. The latter reported on, or reviewed reports 
on, the efficiency of Medical Department officers in the corps area for the action 
of the commander. The corps area surgeon also was responsible for main- 
taining his allotted quota of Medical Department enlisted men by encouraging 
recruitment. He could recommend the transfer of members of the Medical 
Department from station to station within the corps area and also the transfer 
of enlisted men within the area into or out of the Medical Department.s He 


7See footnote 6, p. 23. 
8 (1) See footnote 2, p. 22. (2) Army Regulations No. 615-200, 24 Nov. 1939. 
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Figure 5.—Brig. Gen. Larry B. McAfee, MC, Chief, Admin- 
istrative Division, Office of The Surgeon General, when the 
United States entered the war. 


could make permanent appointments to the grades of sergeant and corporal in 
the Medical Department, appointments of this kind in the higher grades—staft 
sergeant, technical and first sergeants, and master sergeant—being reserved for 
The Surgeon General. Like The Surgeon General, he could make temporary 
appointments to all enlisted grades.? He distributed to the various stations 
within his jurisdiction the numbers and classes of enlisted specialist ratings 
allocated to the corps area by The Surgeon General. He could recommend en- 
listed men to The Surgeon. General for ratings in the three higher classes and 
could himself give the lower ratings on the recommendation of the senior Medi- 
cal Department officer concerned.'° 

Medical Department Reserve officers in the Corps Area Assignment Group 
fell under the jurisdiction of the corps area commander who, acting on the 
advice of his surgeon, placed such officers on active duty and made recom- 


® Army Regulations No. 615—15, 25 May 1937. 
10 Army Regulations No. 615—20, 30 Nov. 1923. 


26 PERSONNEL 


Figure 6.—Col. Francis C. Tyng, MC, Chief, Finance and Supply 
Division, Office of The Surgeon General. 


mendations for their assignment. This assignment group had a strength on 30 
June 1939 of nearly 23,000, about 98 percent of the Reserve Corps of the Medical 
Department. Of these, almost 15,000 belonged to the Medical and 5,000 to the 
Dental Corps.” 


Air Corps 


In the Air Corps, the Personnel Subsection of the Medical Division (so 
designated on 1 April 1939) administered Medical Department personnel 
affairs. Prior to the creation of the Army Air Forces (June 1941), the Air 
Corps seems to have exercised much less control over Medical Department 
personnel assigned to it than it wielded later. The Surgeon General of the 
Army procured personnel, assigned them to the Air Corps, and acted on recom- 
mendations for promotions. Once the Air Corps received personnel from The 
Surgeon General, it apparently had freedom to assign individuals as it saw fit. 


11 See footnote 4, p. 22. 


1% Memorandum, Chief, Medical Division, Office of the Chief of Air Corps, for The Surgeon 
General, 25 July 1939, with enclosure thereto. 
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Cuarr 1.—Organization of the Surgeon General’s Office for personnel administration, 
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In addition to the aforementioned offices, personnel sections and offices 
existed in hospitals, tactical organizations, and other units and installations 
of the Medical Department. 


Changes in Organization, 1942 


At the time of the reorganization of the War Department in March 1942, 
the Office of The Surgeon General also underwent reorganization. At that 
time, the Military Personnel Division was redesignated as the Personnel Serv- 
ice; Colonel Lull, who became its first chief, was promoted to the rank of 
brigadier general in March 1943. The former subdivisions (Commissioned, 
Enlisted, and Reserve) were renamed divisions. The Commissioned Division 
had three branches: Assignment, Classification, and Promotion; the Enlisted 
Division, two—Classification and Promotion. For some months, the Civilian 
Personnel Division remained separate from the Personnel Service, being placed 
under the Administrative Service. In August 1942, however, the administra- 
tion of military and civilian personnel was united under the Personnel Service 
consisting of a Military Personnel Division and a Civilian Personnel Division. 

The Military Personnel Division, as it was established in August 1942, had 
three branches: Commissioned, Nursing, and Enlisted. The Reserve Division 
had been dropped; Reserve activities had all but ceased, as almost all qualified 
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Reserve officers (except those in affiliated units) were already on active duty. 
The Nursing Branch, according to the organization manual, “accomplishes the 
appointment of all Army nurses and recommends their assignments, transfers, 
and other changes in status,” nominally superseding the Nursing Personnel 
Division of the Nursing Service which had had similar duties and which were 
now discontinued. Actually, however, the Nursing Service (or Division, as it 
was now called) retained most of its personnel functions even though its new 
Selection and Standards Branch was mentioned only as being responsible in 
that field for evaluating nurses’ educational and professional qualifications. 
The announced functions of the Veterinary Division more obviously over- 
lapped those of the Military Personnel Division, for the Miscellaneous Branch 
of the former (in the words of the same organization manual) “processes appli- 
cations, makes recommendations as to appointments and assignments of veteri- 
nary personnel.” ‘The other professional divisions of the Surgeon General’s 
Office—Medical Practice, Preventive Medicine (fig. 7), and Dental—likewise 


CHART 2.—Organization of the Surgeon Generals Office for personnel administration, 
August 1942 
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18 (1) Blanchfield, Florence A., and Standlee, Mary W.: The Army Nurse Corps in World War II. 
[Official record.] (2) Services of Supply Organization Manual, 30 Sept. 1942. 
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Figure 7.—Brig. Gen. James 8S. Simmons, MC, Chief, Preventive 
Medicine Division, Office of The Surgeon General. 


performed more or less extensive personnel work even though this aspect was 
not always mentioned in the official manual (chart 2). 

The Civilian Personnel Division had four branches: Employment, Classi- 
fication and Wage Administration, Training, and Employee Service. Since 
the reorganization of March 1942, it had been concerned not only with civilian 
employees of the Medical Department outside the Surgeon General’s Office 
but with those in the Office as well, the latter function being taken over from 
the Office Management Subdivision of the former Administrative Division. 
The names of the branches reflected other new duties. At the direction of 
Services of Supply headquarters, the Civilian Personnel Division assumed 
training and employee-relations functions. The work of placement and classi- 
fication was greatly expanded, and the Division laid more stress on the effective 
utilization of personnel with a view to reducing the number of employees.** 
Until physical therapists and dietitians were given military status, their per- 
sonnel administration was handled by the Civilian Personnel Division. Sub- 
sections were later established for them in the Procurement Section of the 
Commissioned Branch of the Military Personnel Division. 


if Annual Report, Personnel Service, Office of The Surgeon General, U.S. Army, 1943. 
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Fiecure 8.—Col. James R. Hudnall, MC, Chief, Personnel Service, 
Office of The Surgeon General, 1943—44. 


Further Reorganizations, 1943-45 


In May 1943, General Lull, appointed Deputy Surgeon General, was 
succeeded by Col. James R. Hudnall, MC, as chief of the Personnel Service 
(fig. 8). Colonel Hudnall remained in that position until October 1944, after 
which Col. Durward G. Hall, MC (fig. 9), became acting chief and then 
chief, serving in that capacity until April 1946. 

During the administrations of both Colonel Hudnall and Colonel Hall, 
steps were taken to revise personnel resources for planning purposes and to 
centralize in the Surgeon General’s Office greater control over medical person- 
nel. Consequently, several groups were appointed to study the problems and 
make recommendations. One such group was the so-called Kenner Board, 
whose chairman was Brig. Gen. (later Maj. Gen.) Albert W. Kenner, MC 
(fig. 10). Another, less formally constituted, consisted of the personnel direc- 
tors of Standard Oil of New Jersey, Atlantic Refining Corporation, and E, I. 
Dupont de Nemours, who contributed 6 weeks of their time to review the 
personnel policies of the Surgeon General’s Office.” 


15 (1) Report, Kenner Board, 28 Oct. 1948. (2) Statement of Durward G. Hall, M.D., to the 
editor, 27 May 1961. 
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Figure 9.—Col. Durward G. Hall, MC, Chief, Personnel Service, 
Office of The Surgeon General, 1944—46. 


Personnel planning 


Revision of The Surgeon General’s organization for personnel adminis- 
tration, like other organizational changes in his Office at this time, was largely 
inspired by criticism from Army Service Forces headquarters directed at the 
procedures which Maj. Gen. Norman T. Kirk (fig. 11), installed as The Sur- 
geon General on 1 June 1948, inherited from his predecessor.*° One of the 
critics was the newly established Control Division of Headquarters, Army Serv- 
ice Forces. In September 1943, that office suggested a survey of “the entire field 
of ZI hospitalization, to study possible savings in cost of operation, and in 
personnel, and as to the latter particularly in the scarce category of doctors and 
nurses.” +’ As this proposal indicates, a close relationship existed between per- 
sonnel administration and the hospital system, changes in the latter being 
largely influenced by the effort to save personnel without lowering the standards 
of medical care—a saving which became particularly necessary during the later 


*® Medical Department, United States Army. Organization and Administration in World 
War II. Washington: U.S. Government Printing Office, 1963, pp. 182-185, 202-214. 

17 Memorandum, Control Division, Office of The Surgeon General, (Col. Tracy S. Voorhees), for 
Col. A. H. Schwichtenberg, Chief, Liaison Branch, Operations Service, Office of The Surgeon General, 
30 Sept. 1948. 
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Fiaure 10.—Brig. Gen. Albert W. Kenner, MC, being decorated by 
Gen. George C. Marshall. 


war years when personnel resources were more strictly limited than formerly. 
Representatives of the Surgeon General’s Office, the War Department Man- 
power Board, and the Army Service Forces, after making the proposed sur- 
vey, concluded that “there is reason to believe that the present personnel system 
in TSGO needs revamping to insure that essential data requisite for staff plan- 
ning are available in Washington and that proper guidance based upon 
such planning be given the service command surgeons. The Control Division, 
Headquarters, ASF, may be in a position to lend assistance in this matter.” 18 

Some remodeling of The Surgeon General’s organization for the purpose 
of obtaining fuller data as an essential of personnel planning had already 
begun. On 1 October 1943, a Personnel Planning and Placement Branch, to 
which was later added the former Records Branch, was formed in the Military 
Personnel Division. The new unit (later called the Records and Statistics 
Branch) kept individual records of all Medical Corps officers in the United 


18 Memorandum for Chief, Operations Service, Office of The Surgeon General (through Director, 
Control Division, ASF), 30 Nov. 1943, subject : Survey of General Hospitals. 
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FicurRE 11—Maj. Gen. Norman T. Kirk, USA, The Surgeon 
General, 1 June 1948-31 May 1947. 


States according to specialty, together with the requirements in these cate- 
gories. It also developed statistics on medical officer oversea strength. *® The 
work of the branch proved very useful. For instance, it enabled The Surgeon 
General to demonstrate to Army Service Forces headquarters and to the War 
Department General Staff in the fall of 1943 that the Army Air Forces had a 
larger share of doctors, considering its workload, than the Army Service 
Forces had; as a result, several hundred Army Air Forces Medical Corps 
officers were transferred to the Army Service Forces.” 

Another fruitful result of the studies made in this branch was The Sur- 
geon General’s ability to demonstrate that the machine records submitted by 
the theaters to The Adjutant General were inaccurate. It was these records 
that formed the basis of the figures published by The Adjutant General in 
“Strength of the Army.” Whatever the reasons for such inaccuracy, The 
Surgeon General was able to point out that the names of more than 1,100 


19 (1) Memorandum, Chief, Personnel Service, Office of The Surgeon General, for Executive 
Officer (attention: Historical Division, SGO), 15 June 1945, subject : Additional Material for Annual 
Report, Fiscal Year 1945. (2) Semiannual Report, Personnel Service, Office of The Surgeon General, 
U.S. Army, 1 July—31 Dec. 1944. 

20 Annual Reports, Military Personnel Division, Office of The Surgeon General, U.S. Army, 
1944, 1945. 
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Figure 12.—Col. Arthur B. Welsh, MC, wartime Deputy Chief, 
Operations Service, Office of The Surgeon General. 


Medical Corps officers were erroneously included in machine-records rosters 
while 2,000 others not so listed were actually on duty. In compiling its own 
figures, the Records and Statistics Branch relied heavily on rosters of Medical 
Department personnel sent to it by all types of units. The branch also obtained 
worldwide head counts of officers. Once it was acknowledged that dis- 
crepancies existed between The Adjutant General’s and The Surgeon General’s 
figures, representatives of their offices were able to set about reducing them 
and by V—E Day had brought the difference down to only about 100.?" 

While personnel administration became steadily more efficient, the man- 
power requirements of the combat theaters more than kept pace. In January 
1944, The Surgeon General, at the direction of the Commanding General, 
Army Service Forces, appointed a board of officers, two from Headquarters, 


*1 (1) Annual Report, Personnel Planning and Placement Branch, Military Personnel Division, 
Office of The Surgeon General, U.S. Army, 1944. (2) Semiannual Report, Records and Statistics 
Branch, Military Personnel Division, Office of The Surgeon General, U.S. Army, 1 July—31 Dec. 1944. 
(8) Quarterly Report, Records and Statistics Branch, Military Personnel Division, Office of The 
Surgeon General, U.S. Army, 1 Jan.—31 Mar. 1945. 
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FIGURE 13. 


Eli Ginzberg, Ph. D., Resources Analysis Division, 
Office of The Surgeon General. 


Army Service Forces, and one from his own Personnel Division, to seek further 
improvements. The board recommended greater emphasis on overall, long- 
term planning and the transfer of this function to the Operations Service, 
although the Personnel Planning and Placement Branch of the Personnel Serv- 
ice could continue to supply the necessary data on availability of personnel. In 
the Operations Service, the staffing of oversea units was the direct responsi- 
bility of Col. Arthur B. Welsh, MC (fig. 12), Deputy Chief for Plans and 
Operations, while the continuous study of personnel resources for Zone of 
Interior hospitals was assigned to Eli Ginzberg, Ph. D. (fig. 13), recently 
obtained from the Army Service Forces to head the Facilities Utilization 
Branch under the Hospital Division. These two functions were merged later 
in the year, together with responsibility for personnel planning on a mass 
rather than an individual basis, in a new Resources Analysis Division, of 
which Ginzberg became the director. The unit received added status when 
Ginzberg was also named special assistant to Brig. Gen. (later Maj. Gen.) 
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Figure 14.—Maj. Gen. Raymond W. Bliss, MC, wartime Deputy 
Surgeon General, Office of The Surgeon General. 


Raymond W. Bliss, MC (fig. 14), who served in the dual capacity of Chief, 
Operations Service, and Assistant Surgeon General.°” 

Meanwhile, demobilization and redeployment became an additional problem 
to the personnel planners of the Medical Department. The first office to be 
charged with planning for the reduction of operations as hostilities ceased was 
the Plans Coordination Branch, established within the Plans Division of the 
Operations Service, Office of The Surgeon General, in June 1948. The 
branch was renamed the Demobilization Branch and transferred to the Spe- 
cial Planning Division of the same service in February 1944. Its functions 
concerned not only planning for reduction in personnel, but in facilities and sup- 
plies, and it also worked on medical procedures to be used in demobilizing 
nonmedical personnel. Since demobilization affected almost every element of 
the Surgeon General’s Office, the Resources Analysis Division was given the 


22 (1) Memorandum, Col. Charles D. Daniels, Lt. Col. Gerald H. Teasley, and Lt. Col. Hamilton 
Robinson, for The Surgeon General, 18 Feb. 1944, subject : Survey of the Handling of Medical Personnel 
in the Office of The Surgeon General. (2) Letter, Eli Ginzberg, to Col. John B. Coates, Jr., MC, 
Director, Historical Unit, U.S. Army Medical Service, 25 Jan. 1956. (3) Interview, Eli Ginzberg and 
Isaac Cogan with Col. J. B. Coates, Jr.. Donald O. Wagner, and Maj. I. H. Ahlfeld, 29 Feb. 1956 
(hereafter referred to as Ginzberg Interview), pp. 15-17 and 29. (4) Office Order No. 175, Office of 
The Surgeon General, U.S. Army, 25 Aug. 1944. (5) Office Order No. 208, Office of The Surgeon 
General, U.S. Army, 23 Oct. 1944. 
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further responsibility of coordinating all demobilization and redeployment 
planning and all matters pertaining to civil affairs.” 

Only 8 days before the defeat of Germany, the Resources Analysis Divi- 
sion received the responsibility for unified personnel planning for redeploy- 
ment and allied planning problems. The division could call upon any other 
elements of the Surgeon General’s Office, including the Demobilization 
Branch, for aid in these matters.2* Dr. Ginzberg later stated that while The 
Surgeon General’s previous planning for reduction of operations had prob- 
ably been well coordinated with Army Service Forces headquarters and was 
satisfactory in evolving general principles, no adequate “logistical plan” for 
redeploying and reducing personnel had been worked out—a plan, namely, 
“for coping with the tremendous difficulty of which doctors and in what num- 
bers you would be able to let out at what rate from which places.”* The 
assembly of detailed facts concerning the distribution and other aspects (age, 
efficiency, length of service, and so forth) of medical personnel, the estimating 
of future personnel needs as medical operations declined and shifted geo- 
graphically or in relation to the type of patient care required, and the periodic 
setting and resetting of criteria for discharge in the light of these facts and 
estimates became the function primarily of the Resources Analysis Division. 
Action of this sort was of course closely related to the division’s work in plan- 
ning the reduction of hospital facilities.** The organization of the Surgeon 
General’s Office for personnel administration as it stood in the middle and 
latter part of the war is shown in charts 3 and 4. 


The Personnel Control Branch 


Besides the major changes in office organization which affected planning 
on a broad scale, another development, much more limited in scope, was taking 
place. This was the establishment of a means of controlling the allotment 
and distribution of personnel within The Surgeon General’s installations 
to conform with directives from higher authority. As early as September 
1942, General Magee, then The Surgeon General, had set up a board of officers 
for that purpose. General Kirk continued the board, with various changes of 
name and composition, and created the Personnel Control Branch in the Per- 
sonnel Service (pursuant to an Army Service Forces directive of 30 July 1943) 
to supplement or assist its work.* 


2% Annual Report, Plans Coordination Branch, Plans Division, Operations Service, Office of The 
Surgeon General, U.S. Army, 1944. 

24 Office Order No. 88, Office of The Surgeon General, U.S. Army, 28 Apr. 1945. 

% Ginzberg Interview, pp. 33-36. 

26 For this phase of the division’s work see Smith, Clarence McKittrick : The Medical Department: 
Hospitalization and Evacuation, Zone of Interior. United States Army in World War II. The 
Technical Services. Washington: U.S. Government Printing Office, 1956. 

27 (1) Office Orders No. 515, Office of The Surgeon General, U.S. Army, 9 Dec. 1942; No. 109, 3 
Mar. 1943; No. 1050, 24 Mar. 1943; No. 24, 28 Jan. 1944; No. 206, 24 Aug. 1945; and No. 344, 3 
Dec. 1945. (2) Report, Personnel Control Branch, Military Personnel Division, Office of The Surgeon 
General, 28 Jan. 1945. (3) Memorandum, Director, Control Division, Office of The Surgeon General, 
for Executive Officer, Office of The Surgeon General, 15 Noy. 1945, subject: Personnel Control Unit. 
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Cuarr 3.—Organization of the Surgeon Generals Office for personnel administration, 
February 1944 
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Organization of the Air Surgeon’s Office 


Since all medical personnel functions of the Air Corps had been handled 
by the Surgeon General’s Office prior to February 1942, the Office of the Air 
Surgeon, which came into existence at that time, inherited a personnel unit of 
only limited authority.> The business of the Air Surgeon’s Personnel Divi- 
sion, however, increased with the mounting numbers of medical personnel as- 
signed to the Air Forces. Its authority also widened in scope, generally be- 
cause of the increased prestige of the Air Forces and specifically because of 
the transfer of the responsibility for the procurement of Air Forces medical 
officers from the Surgeon General’s Office. Late in 1942, by agreement with 
The Surgeon General, the Air Surgeon also established a Nursing Section 
in his office, and it was understood that the Air Forces should have the power 
to procure and appoint its own nurses, assign and transfer them, and dis- 
charge them “for unsuitability and conduct prejudicial to the service.” The 
move was intended to speed nurse recruitment, but lack of personnel in the 
Nursing Section caused the recruiting program to be turned over to the Air 


8 See footnote 16, p. 31. 
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Surgeon’s Personnel Division. The latter directed publicity, forwarded ap- 
plication blanks, and handled correspondence with applicants.” 


Decentralization of Personnel Administration 


Until almost the end of 1943, perhaps the most important change of respon- 
sibility for medical personnel administration was the loss of certain elements of 
control by the Surgeon General’s Office and the corps area (or service com- 
mand) *° surgeons’ officers to certain other authorities, such as the commanding 
generals of the service commands, the Ground and Air Forces, and the 
commanders of local installations. 


The 1942 reorganization of the War Department 


The reorganization of the War Department in March 1942 created three 
separate Zone of Interior commands: Army Ground Forces; Services of Sup- 
ply, later known as Army Service Forces; and Army Air Forces, with com- 
manders responsible for administrative details.*t On paper, the General Staff 
was reduced in numbers and its functions limited to policymaking and super- 
vision. Actually, the reorganization weakened the General Staff and caused 
unnecessary confusion because of the lack of clear-cut responsibility down 
through the major command channels of the Army. G-—1, for example, was 
responsible for those duties “relating to the personnel of the Army as individ- 
uals, a function which * * * conflicted with the powers the same directive 
had delegated to the Army Service Forces.” *? 

Under the new organization, The Surgeon General, though he remained 
chief of a technical service, was subordinate to the Commanding General, Serv- 
ices of Supply. He could not send supervisory instructions under his own 
name, directly and officially, to medical authorities in the Air and Ground 
Forces or the surgeons of the service commands, but unofficial channels were 
still open to him and he could issue official instructions concerning medical 
matters to the commanding officers of the service commands in the name of the 
Commanding General, Services of Supply.” 


°° (1) Memorandum, the Air Surgeon, for Col. Julia O. Flikke, Office of The Surgeon General, 
22 Sept. 1942. (2) Memorandum, Col. Julia O. Flikke, for Col. W. F. Hall, Office of the Air Surgeon, 
16 Noy. 1942. 

50 The corps areas were redesignated service commands on 22 July 1942. 

31 War Department Circular No. 59, 2 Mar. 1942. 

%2 Lerwill, Leonard L.: The Personnel Replacement System, U.S. Army. Washington: U.S. 
Government Printing Office, 1954, p. 257. (DA Pamphlet 20-211.) 

* Letter, Lt. Gen. Brehon Somervell, Commanding General, Services of Supply, to Commanding 
Generals, all Service Commands, 22 July 1942, with Service Command Organization Manual, 22 
July 1942, enclosure 2 thereto. 

On the other hand, according to a high ranking Medical Corps officer, this concession “as 
envisioned by regulation and the reorganization manual included only such things as broad policy 
concerning preventive medicine, evacuation, and similar subjects. By no stretch of the imagination, 
did they include utilization of personnel.” Letter, Col. Paul A. Paden, to Col. C. H. Goddard, 
Office of The Surgeon General, 9 June 1952. 
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FIGure 15. 


Lt. Col. Paul A. Paden, MC, of the Personnel Division, 
Office of The Surgeon General. 


Certain particular items of personnel control were redistributed in 1942 
and early 1943 as a further expansion of the Services of Supply policy of 
decentralization. 

For example, when The Surgeon General, acting through the Commanding 
General, Services of Supply, wished to transfer medical officers from one service 
command to another he might find himself hampered by the service command 
commanders involved; the latter did not complain too vigorously if officers were 
assigned to them, but did object if they were taken away. At first, the practice 
was to order an officer in or out and then, if complaint was forthcoming, to 
revoke the order. Lt. Col. (later Col.) Paul A. Paden, MC (fig. 15), an officer 
who served in The Surgeon General’s Personnel Division during the war, wrote 
afterward that for some months after the reorganization of the War Depart- 
ment “we were often able to materially expedite the movement of personnel to 
all areas through good liaison with the Adjutant General’s Sections * * * but 
as time went by we were no longer able to do this, as more and more staff sections 
had to process the papers. It was only by the most carefully guarded liaison 
with Medical Department officers, and other officers outside the ASF, as well 
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as within it, that we were able to accomplish the things we did, often despite ‘the 
letter’ of published directives.” ** 

The doctrine of decentralization apparently proceeded so far that before 
undertaking to move a medical officer it became standard practice to obtain 
definite concurrence from the service command concerned. Moreover, this con- 
currence was obtained not from the chief of the service command’s Medical 
Branch but from the director of personnel of that headquarters.*? The restric- 
tions that The Surgeon General suffered in his relationship with service com- 
mands, particularly in the early war years, also applied generally to his 
relations with oversea commanders throughout the war. 

Another phase of the 1942 reorganization was the subordination of the 
corps area commanders (later called service command commanders) to the 
Commanding General, Services of Supply, and the subsequent realinement of 
the service command commander’s headquarters. The realinement of service 
command headquarters moved the medical adviser of the service command com- 
mander—the service command surgeon—one notch lower in the official organiza- 
tion by subordinating him in personnel matters to the director of personnel of 
the service command—a nonmedical officer. The director’s office, however, was 
to obtain “recommendations from the technical (including the medical) 
branches * * * on matters relating to technical military personnel” and “tech- 
nical civilian personnel.” ** At the same time, physical therapists and dietitians 
who were still in civilian status, remained under control of the Medical Branch. 

Still another phase of the reorganization was the transfer of installations 
from the direct command of The Surgeon General to the commanding generals 
of the service commands, which began in July 1942, thereby depriving the for- 
mer of a very important share of personnel control. Included among these 
installations were medical training centers, certain schools, and all the general 
hospitals except Walter Reed. For a time, The Surgeon General kept some of 
his authority over all general hospitals, including the power to determine per- 
sonnel allotments for their staffs—subject to Services of Supply headquarters 
approval—but this power was transferred to the service commands in April 
1945.87 There were other shifts of command authority, and the personnel 
control involved in it, back and forth between The Surgeon General and the 


34 Letter, Col. Paul A. Paden, MC, to Col. J. H. McNinch, MC, Office of The Surgeon General, 
17 Jan. 1950. 

35 Memorandum, Director, Military Personnel Division, Office of The Surgeon General, for Colonel 
Love, Historical Division, Office of The Surgeon General, 14 Mar. 1944. 

36 Services of Supply Organization Manual, 24 Dec. 1942. Before the issuance of this manual, 
however, some service command personnel officers were apparently shifting Medical Department 
personnel (including scarce specialists) around as they saw fit, even though they lacked knowledge 
of their special qualifications. Letter, Col. E. C. Jones, Ret., to Col. R. G. Prentiss, Jr., Office of 
The Surgeon General, 8 Sept. 1951. Later, apparently as a consequence of such actions, a provision 
was inserted in the Services of Supply Organization Manual requiring the personnel officers to 
consult with the medical branch on Medical Department personnel assignments. 

Commenting on how the reorganization worked in practice, Colonel Paden, who served in the 
Surgeon General’s Office from 1941 to 1944, stated that the inference that service command personnel 
directors were to obtain such recommendations ‘was actually farcical, for they seldom did at first.” 
Letter, Col. Paul A. Paden, to Col. C. H. Goddard, Office of The Surgeon General, 9 June 1952. 

87 See footnote 26, p. 37. 
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service command commanders during the course of the war. The Surgeon 
General retained command of a number of installations such as the medical 
depots, the Army Medical Center (including Walter Reed General Hospital) , 
and the Army Medical Museum.** But he recovered control of a most important 
group of installations—the general hospitals—only after the end of the war. 

Decentralization of personnel control within the Army Service Forces 
appears again in the direct transfer of authority over civilian personnel from 
The Surgeon General to the service commands during 1942; and in the transfers 
resulting from changes in the system of personnel authorizations. 

Before 1 September 1942, the Surgeon General’s Office, working partly 
through the corps area surgeons, had had virtually complete control of civilians 
employed in all Medical Department installations. On that date, however, 
Services of Supply headquarters transferred the administration of all civilian 
personnel except those employed in the installations directly under command 
of The Surgeon General (as well as in those under other chiefs of technical 
Services) to the service command commanders. At first, there was some un- 
certainty as to where the 4,400 civilians employed in station hospitals at air- 
bases belonged, and The Surgeon General kept them under his own jurisdiction. 
Within 2 months, however, Services of Supply headquarters directed him to 
transfer them to the Army Air Forces. These actions removed about 26,000 
civilians from The Surgeon General’s direct control, leaving him only about 
9,500.°° About the same time, Services of Supply headquarters directed The 
Surgeon General to transfer some of his authority over civilian employees in 
installations under his direct command “down to the lowest possible echelon.” 
For this purpose, the latter set up civilian personnel offices in each of these in- 
stallations and gave them almost complete authority in their field.*° 


System of bulk authorizations 


From the beginning of the war, responsibilities for personnel administra- 
tion were affected by changes in the system of personnel allowances. One of 
the most important of these changes was the establishment of bulk authoriza- 
tions by the Army Service Forces headquarters in June 1943. 

The general purpose of such authorizations, according to the Army Service 
Forces circular that introduced them, was “to afford a commander the utmost 
latitude in the administration of his personnel, and at the same time establish 
an effective control over numbers of personnel employed. The new pro- 
cedure * * * alters the control over personnel exercised by the Commanding 


88 Morgan, Edward J., and Wagner, Donald O.: The Organization of the Medical Department in 
the Zone of Interior (1946). [Official record. ] 

39 (1) Annual Report, Personnel Service, Office of The Surgeon General, U.S. Army, 1948. (2) 
Services of Supply Organization Manual, 24 Dec. 1942. (3) Letter, Col. J. A. Rogers, to Commanding 
General, Services of Supply, 19 Sept. 1942, subject: Medical Department Civilian Personnel at Army 
Air Forces Stations. (4) Letter, Director, Civilian Personnel, Office of The Surgeon General, to 
Headquarters, Army Air Forces, 22 Oct. 1942, subject: Civilian Personnel of Station Hospitals. 

40 Letter, Commanding General, Services of Supply, to The Surgeon General, 31 Aug. 1942, subject: 
Responsibility for Civilian Personnel Programs. 
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General, Army Service Forces, from a ‘retail’ to a ‘wholesale’ basis, and places 
correspondingly greater responsibility upon subordinate commanders to ex- 
ercise close control of sub-authorization.” 

Under the new system, Army Service Forces continued to set personnel 
ceilings, changing these authorizations as conditions required, for all medical 
installations directly responsible to it. The ceilings authorized the maxi- 
mum strength for the numerous categories of officer personnel, such as Medical 
Department, Quartermaster, and others. However, there was no limit on the 
number of rank within a specific category. Rather, the limitation on rank was 
a percentage of overall strength in all categories. In other words, a certain 
percentage of all officers, regardless of category, were authorized as colonels, 
heutenant colonels, and so forth. 

The authorization of enlisted men was not divided into categories indica- 
ting where they must be assigned (as so many in Medical Department installa- 
tions, and so many in Quartermaster installations) but was set at a total 
figure with a maximum percentage in each grade (master sergeant, technical 
sergeant, and so forth). This method of allotting officers and enlisted men ap- 
plied to personnel not in table-of-organization units. Many such units (med- 
ical and other) were assigned, as a rule temporarily and for training, to the 
Army Service Forces, but the size of each and the number of doctors, nurses, 
and enlisted men assigned to it were fixed by the provisions of its table of 
organization. 

Under the new system, the commander’s allowance for civilian employees 
was brought into direct relationship with the allowance for military personnel. 
Previously, the number of civilians who could be employed was unrestricted 
except through the allotment of funds. Now, however, the number varied ac- 
cording to the number of military personnel in service. If, for example, the 
total ceiling for civilian and military personnel was set at 30,000 for a service 
command and the military numbered 20,000, the service command could there- 
fore employ a maximum of 10,000 civilians. 

Army Service Forces headquarters required its commanders and their 
subordinates down to the lowest installation in the command structure to follow 
similar practices in subauthorizations of personnel. A commander might make 
subauthorizations totaling less than the authorization he received; in fact, he 
was encouraged to do so, since Army Service Forces headquarters emphasized 
economy in the use of personnel. 

The bulk-authorization system was designed to give subordinate com- 
manders greater freedom in personnel administration, especially in the assign- 
ment of numbers, types, and grades of personnel for or within service com- 
mand installations, as well as to give service command commanders greater 
freedom from direction by the technical services. As Brig. Gen. (later Maj. 


41 Army Service Forces Circular No. 39, 11 June 1943. The description which follows is based on 
this document and on the ‘Manual of Instructions for Preparation of Personnel Control Forms,’ Head- 
quarters, Army Service Forces, 11 June 1943. 
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Gen.) Joseph N. Dalton, AGD, director of the Army Service Forces Personnel 
Division at the time the new system was introduced, explained it : 

We have done our utmost to free you from many burdensome rules and regulations 
under which you previously had to operate. No longer will some Headquarters Staff 
Officer tell you that you must have 120 enlisted men in a station hospital when you know 
from first hand experience that you could do the job with 100. No longer will you be 
prohibited from putting an intelligent captain in charge of a function because another 
Headquarters Staff Officer, in his great wisdom, decided that you must use a Major. No 
longer will you be hamstrung in assigning (enlisted) men according to their ability be- 
cause they are ordnance men, or single men. Hereafter, the only consideration is, ‘Who is 
the best man for the job?” “ 

While there was no question that decentralization of control of personnel 
relieved The Surgeon General of much routine detail which could be handled 
more efficiently locally, it made the correction of inequities more difficult when 
these were found to exist, and restricted overall planning. 


Partial Restoration of Authority 


There was a growing awareness in the Army Service Forces headquarters 
that if the medical mission was to be accomplished a more centralized control 
of medical personnel should be reestablished in the Office of The Surgeon Gen- 
eral and in the offices of the various service command surgeons. Consequently, 
personnel reports coming into the Office of The Surgeon General which had 
been considerably curtailed in the decentralization process were again author- 
ized. These reports permitted an analysis of the personnel situation, both as 
to number and professional quality and made possible the operations of the 
control and planning branches in both Operations and Personnel Divisions. 

In late 1943, the service command surgeons regained some of the power 
which they had lost as corps area surgeons through the reorganization of the 
service commands in August 1942. Now called service command surgeons, 
they were restored to their position of direct responsibility to the service com- 
mand commander, as were the representatives of other technical services. The 
personnel division of the service command headquarters, while still charged 
with arranging for the selection and placement of all military personnel, was 
to make its assignments from then on “upon recommendation of service com- 
mand Technical Services” (one of which was the surgeon’s office) .*° 

In a letter to the commanding generals of the service commands, Army 
Service Forces headquarters stated that the selection of Medical Department 
personnel for newly activated units had not been as successful as desired and 
gave directions concerning the new method of assignment. In each service 
command, a Medical Corps and a Medical Administrative Corps officer were 
to be placed on the staff of the Director of Personnel and put in charge of the 
Medical Department personnel records. Their office was to be convenient to 


#2 Record of Proceedings, Personnel Conference, Army Service Forces, 21 June 1943. 
* Letter, Headquarters, Army Service Forces, to Commanding Generals, all Service Commands, 
12 Nov. 1943. 
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that of the service command surgeon. ‘They would maintain necessary spe- 
cial records to assure adequate professional and technical evaluation and as- 
signment of Medical Department personnel. The service command surgeon 
was empowered to initiate requests for assignment and reassignment of such 
personnel, and his recommendations were to be followed unless they were 
contrary to service command policies. The letter stated that continual super- 
vision and control of assignments of medical personnel were necessary to pre- 
vent misassignments and to provide competent staffs for tactical units. ** The 
changes ordered were important steps in assisting the Medical Department 
to place its officers in appropriate assignments. 

In May 1944, 6 months after the service command surgeons regained more 
complete control of personnel within their commands, The Surgeon General 
also acquired limited authority to move personnel from one service command 
to another. In early 1944 when there was difficulty in properly staffing both 
table-of-organization units and installations in this country, a committee ap- 
pointed by Army Service Forces headquarters to study the administration of 
military personnel by the Surgeon General’s Office made recommendations *° 
which when put into effect gave The Surgeon General a limited power of as- 
signment. Under this arrangement, The Surgeon General had the respon- 
sibility for distributing Medical Corps officers and nurses within the Army 
Service Forces. He was to direct the transfer of doctors and nurses between 
service commands “to effect the indicated readjustment.” In addition, he 
could transfer Medical Corps officers returning from overseas who were under 
the jurisdiction of Army Service Forces if officers having their particular 
qualifications were needed more in one place than in another. He was also 
empowered to request the transfer by name of certain key Medical Corps spe- 
cialists, but he could not effect their transfer without the concurrence of the 
receiving commander under Army Service Forces jurisdiction. “* Hence, The 
Surgeon General’s authority to assign personnel, although increased, was not 
complete even for Medical Corps officers, and members of other Medical De- 
partment corps were not included in the new grant of authority. At the same 
time, The Surgeon General could review the rosters of commanding officers 
and Medical Corps specialists assigned to table-of-organization units then in 
the United States, and to fixed installations, and direct the commanders to 
make changes when the staff did not meet required standards or was not being 
properly utilized. 

The control of The Surgeon General, and also of the service command 
surgeons, over the assignment and utilization of personnel was made more 
effective by the operation of the consultant system, which will be discussed in 
considerable detail in another chapter of this volume. 


4 Letter, Headquarters, Army Service Forces, to Commanding Generals, all Service Commands, 
26 Nov. 1943, subject: Classification and Assignment of Medical Department Personnel. 

4 Memorandum, Lt. Col. Gerald H. Teasley, Office of The Surgeon General, and others, for The 
Surgeon General, 18 Feb. 1944, subject: Survey of the Handling of Military Personnel in SGO. 

46 Army Service Forces Circular No. 138, 12 May 1944. 
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THEATERS OF OPERATIONS 


Personnel Functions of the Theater Commander 


As early as 1940, the War Department declared that the Chief of Staff of 
the Army possessed the duty of specifying the personnel required for the field 
forces and establishing policies and priorities for its distribution. Prepara- 
tion of the replacement plan, including determination of the number of re- 
placements estimated to be necessary, was classified as a function of the War 
Department in the Zone of Interior,‘* a function that was extended in April 
1942 to include estimating the number of replacements needed in oversea 
theaters. War Department policies relating to appointment, assignment, trans- 
fer, promotion, demotion, and elimination of personnel by discharge or retire- 
ment, likewise were expected, as early as 1940, to govern theater practice, as 
were, insofar as feasible, policies relating to promotion of morale authorized by 
the Department for the Zone of Interior. Nevertheless, broad powers over per- 
sonnel matters were delegated to commanders of oversea theaters. Field serv- 
ice regulations issued before Pearl Harbor stated that such commanders were 
to control assignment and rank as well as discharge and retirement of person- 
nel within their areas of operations. Their responsibility for proper function- 
ing of both classification and assignment throughout their commands was 
emphasized in 1944. One exception to this rule was the granting of ratings 
as aviation medical examiner and flight surgeon, which was the function, at 
least until the end of September 1943, of the Commanding General, Army Air 
Forces.** During the latter half of 1944, however, this authority appears to 
have been delegated to the commanders of the air forces in the individual 
theaters. This was true, at least, in the Mediterranean Theater of Opera- 
tions.“ As early as 1942, the War Department granted individual theater 
commanders special authority to commission warrant officers and enlisted men 
in the Army of the United States. The authority was restricted during the 
course of the war, but throughout the period, a considerable number of Medi- 
cal Department soldiers overseas received commissions in the Medical Ad- 
ministrative Corps. 

Throughout the period of American participation in the war, it was the 
duty of these commanders to prescribe the system of leaves of absence and fur- 
loughs to be observed within their areas of jurisdiction and to establish uniform 
practices in the award of decorations. Mobilization Regulations 1-10, section 
6, of 5 March 1943, permitted them to modify War Department regulations 
concerning the maintenance of good morale; field service regulations issued 
some months later empowered them to promote various welfare and other 
activities having that object. Under field service regulations in effect as early 


47 The following section is based largely on material incorporated in War Department Field Manual 
100-10, ‘“‘Field Service Regulations,’ 9 Dec. 1940 and 15 Nov. 1943 and the changes to them. 

48 Army Regulations No. 350—500, 11 Aug. 1942; 7 July 1943, and Changes No. 1, 30 Sept. 1943. 

49 History of Twelfth Air Force Medical Section, 1 June—31 Dec. 1944, p. 13. [Official record.] 
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as 1940, the theater commander was to inform the War Department as to his 
replacement requirements. He was also to give directions to his subordinate 
echelons concerning the submission of periodic replacement requisitions and 
was to make allotments of replacement personnel to the various armies in the 
theater. A War Department order of 19 June 1943 delegated to the command- 
ing generals of theaters of operations, oversea departments, and defense com- 
mands outside of the United States the authority “for all phases of civilian 
personnel administration with respect to civilian personnel under their re- 
spective jurisdiction who are paid from funds appropriated to the War 
Department.” 

In turn, the theater commander delegated to his G—1 section the respon- 
sibility for formulating policies and supervising the execution of administrative 
matters pertaining to personnel. This extended to civilians under the super- 
vision or control of the command and to prisoners of war.°° 

Replacement systems overseas were established as early as the spring of 
1942, but each theater developed its own replacement policies largely by a trial 
and error method. It will not until after the G—1 conference in April 1944, 
which was attended by officers from the North African and European Theaters 
of Operations, that there was any uniformity in oversea replacement systems. 
As a result of the conference, on 4 May 1944, the War Department directed 
“all theaters to establish theater replacement and training commands which 
were to operate replacement installations and exercise control over casual per- 
sonnel. These commands were to be responsible for the receipt, classification 
and training of all personnel in the replacement system * * *.” It further 
directed each field force commander “to designate an adjutant general from his 
command for service at the headquarters of the theater replacement 
training command * * *,” 5 

The adjutant general of the theater was also responsible for the classifica- 
tion of all individuals joining the command; their subsequent assignment, 
reclassification, and reassignment; their promotion, transfer, retirement, and 
discharge; actions for the procurement and replacement of personnel; bestowal 
of decorations, citations, honors, and awards; grants of leaves of absence and 
furloughs; measures for recreation and welfare and all other morale matters 
not specifically charged to other agencies. In addition, he was given custody 
of the records of all personnel belonging to the command which were not kept 
in subordinate units.*? 

Commanders directly or indirectly subordinate to the theater headquarters 
also exercised personnel functions within their jurisdictions that were compa- 
rable to those of the theater commander, subject, of course, to his authority, and 
they performed these functions through staff representatives similar to those of 
the theater commander. Adjustments of classification or assignment, although 
the responsibility of the theater commander, were to be decentralized as much as 


50 War Department Field Manual 101-5, ‘‘Staff Officers’ Field Manual,’ 19 Aug. 1940. 
51 See footnote 32, p. 40. 
52 See footnote 50. 
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possible. This was especially the case with respect to enlisted personnel, in 
regard to which final authority usually was vested in regimental or separate 
unit commanders. 


Medical Department Personnel Functions 


As has been pointed out previously in this chapter, although the theater 
commanders were responsible for all matters pertaining to personnel, they 
delegated to the theater chief surgeons most of their authority for Medical 
Department personnel. The oversea department surgeons had been given 
responsibility for certain problems as early as 1942 when Army regulations had 
made it the responsibility of the department surgeon, as a staff officer of the 
oversea commander, to submit to the latter “such recommendations as to train- 
ing, instruction, and utilization of Medical Department personnel belonging to 
the command, including those not under his personal orders, as he may (might) 
deem advisable * * *.”°% In December 1940, the preparation of estimates of 
personnel requirements that a theater technical service might develop was ex- 
pressly stated to be the function of the chief of that service. 

Within their own, more limited, spheres of jurisdiction, the surgeons on 
lower levels of command down to the lowest echelon possessed similar functions. 
In the European theater, the personnel functions of base section surgeons ex- 
tended not only to medical personnel permanently assigned to the base section 
and to patients in base medical facilities, but also to that of units staging in the 
area so far as the balancing of their professional staffs was concerned.** 

Medical Department authorities therefore might intervene in a great va- 
riety of matters affecting the personnel of their service, including assignment 
and rank, but the extent to which they could make their intervention effective 
varied, and depended, frequently, on the ability of the officer concerned to estab- 
lish good working relations with those staffs of the theater or lower commands— 
including the air forces—that had the decisive authority in such matters. 


Medical Department Personnel Offices 


As the burden of duties increased for the various theater chief surgeons 
(fig. 16), they devolved some of their personnel functions, particularly the 
“paper work,” on assistants by setting up personnel sections in their offices. 
Since the theater chief surgeon was also at times Services of Supply or Com- 
munications Zone surgeon, a single personnel section might serve him in both 
capacities. The War Department offered some guidance as to how a theater 
medical personnel section should be constituted by including such a unit in 
the table of organization for a headquarters, medical service, communications 
zone. The table provided for a personnel section headed by a major of the 


53 Army Regulations No. 40-10, 6 June 1924, par. 2b(5), and 17 Nov. 1940, par. 2b(5). 
5 Annual Report, Surgeon, Channel Base Section, Communications Zone, European Theater of 
Operations, U.S. Army, 22 Aug.—31 Dec. 1944, pp. 79-84. 
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Ficure 16.—Representative theater chief surgeons. Upper left: Maj. Gen. Paul R. 
Hawley, MC, European Theater of Operations, U.S. Army. Upper right: 
Frederick A. Blesse, MC, North African Theater of Operations, U.S. Army. 
Maj. Gen. Guy B. Denit, MC, Southwest Pacific Area. Lower right: 
King, MC, Pacific Ocean Areas. 


3rig. Gen. 
Lower left: 
3rig. Gen. Edgar 
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Figure 16.—Continued. Upper left: Maj. Gen. Morrison C. Stayer, MC, Mediter- 
ranean Theater of Operations, U.S. Army. Upper right: Brig. Gen. Robert P. Williams, 
MC, China-Burma-India theater. Lower left: Col. George E. Armstrong, MC, China theater. 
Lower right: Brig. Gen. Crawford F. Sams, MC, U.S. Army Forces in the Middle East. 
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Medical Corps, with a first lieutenant, who might be an officer of the Medical 
Administrative Corps, and four enlisted men.°? 

The largest and most elaborate organization for the administration of 
matters pertaining to medical personnel in any oversea area was the Personnel 
Division in the Office of the Chief Surgeon of the European theater, who was 
also surgeon of the Services of Supply or Communications Zone. Its preemi- 
nence was natural in view of the strength of the Medical Department in that 
theater. The division originally consisted of but one second lieutenant of the 
Medical Administrative Corps, but grew from 3 officers and 9 enlisted men at 
the end of August 1942 to 9 officers, 29 enlisted men, and 2 British civilians 
in September 1944 when the office began to function in Paris.** 

Generally speaking, however, Medical Department personnel offices at 
theater, army, or base section headquarters were staffed by relatively small 
numbers of officer and enlisted personnel. In the Southwest Pacific at the be- 
ginning of 1945, when the Services of Supply headquarters was located in 
Hollandia, New Guinea, the staff assigned to the Personnel Division of the 
Surgeon’s Office comprised three officers and nine enlisted men. Heading the 
division was a leutenant colonel of the Medical Corps; the Medical Adminis- 
trative Corps provided the other two officers.°7 When the Medical Section of 
the Mediterranean theater was at its peak strength (April 1945), the personnel 
subsection consisted of one officer and two enlisted men. Similarly, during the 
combat operations of the Third U.S. Army in the European theater, its Head- 
quarters Medical Section handled personnel matters through two Medical Ad- 
ministrative Corps officers and two enlisted men.°® 

In base sections and like jurisdictions, one officer ordinarily was assigned 
to personnel duties in the corresponding surgeon’s office, often combining these 
with other functions. One or two enlisted men also were assigned to personnel 
activities.°° As might be expected, the medical personnel officers in the base 
sections of the European Theater of Operations had somewhat larger staffs than 
were common elsewhere. In fact, the Personnel Division of the Surgeon’s 
Office, United Kingdom Base, was a sizable organization. As of 1 January 
1945, the staff comprised 6 officers and 13 enlisted men.°° 


55 Table of Organization 8—500-1, 1 Nov. 1940. 

56 (1) Administrative and Logistical History of the Medical Service, Communications Zone— 
European Theater of Operations (1945), ch. III, p. 63. [Official record.] (2) Annual Report, Chief 
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CHAPTER III 


Requirements: 1939-41 


STRENGTH OF MEDICAL DEPARTMENT COMPONENTS 


Congressional Responsibilities 


Although the Medical Department might estimate its personnel require- 
ments for any fiscal year, the number it was allowed was fixed by Congress or 
by the War Department within congressional appropriation. Congress had 
set the quotas for officers of the Regular Army until 1939 and for enlisted men 
until 1940. Until 1916, the quotas were in terms of numbers of individuals. 
The National Defense Act of 1916+ and its amendments, which formed the 
National Defense Act of 1920,? based the number of officers and enlisted men 
on the total enlisted strength of the Army, the ratio varying for each corps. 
In time of actual or threatened hostilities, however, the Secretary of War was 
permitted to procure such additional numbers of enlisted men as might be 
required. Thus, in World War I, the maximum strength figure of the Medical 
Department—343,394—was 92.52 per 1,000 total Army strength or 98.52 per 
1,000 Army enlisted strength.’ In 1922, Congress abandoned the ratio system 
for officers and again authorized an absolute number for each corps. 

The authorized officer strength of the Medical Department just prior to 
the emergency period was established by act of 3 April 1939 at 1,424 Medical, 
316 Dental, 126 Veterinary, and 16 Medical Administrative Corps officers in 
the Regular Army, to be reached by 30 June 1949 through 10 approximately 
equal annual increments.‘ Officers appointed in the Medical Administrative 
Corps after the passage of this act were to be selected from candidates who 
were graduates of a 4-year course in pharmacy from an approved school. It 
was contemplated that the then current members of the corps would have left 
the military service by 30 June 1949. The Medical Administrative Corps was 
never reduced to 16 members. Normal attrition had brought the total down 
only to 58 by 1943, at which time the members were absorbed in the newly 
created Pharmacy Corps. No further changes occurred in authorizations for 
Medical Department Regular Army officers during the remainder of the 
emergency and the war period. 

139 Stat. 171. 
241 Stat. 766. 


3 For a detailed discussion of Medical Department strength in World War I, see The Medical 
Department of the United States Army in the World War. Washington: Government Printing Office, 
1928, vol. I. 

453 Stat. 559. 
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Until 1940, the enlisted strength of the Medical Department remained at 
5 percent of the total Army strength, the ratio set by the National Defense 
Act of 1920. 

Between 9 April and 22 June 1940, all of Western Europe except England 
fell under German control. These events in Europe had a tremendous effect 
on the U.S. military preparedness program. On 13 June, Congress appropri- 
ated sufficient funds to bring the Regular Army to its full statutory strength 
of 280,000 set by the National Defense Act of 1920. Before this could be accom- 
plished, when the enlisted strength was still only 249,441, Congress passed a 
bill allowing the Army to be increased to 375,000.° 

No further limitations were placed on the size of the Regular Army. ‘The 
third supplemental appropriations act for fiscal year 1941 (approved on 8 
October 1940) made it clear that the only limit on the Regular Army’s 
strength was that which cash appropriations would impose.°® 

On 31 May 1940, the President asked Congress for authority to bring the 
National Guard into Federal service without the existing restriction which 
forbade use of the guard outside the United States. The request met with 
considerable opposition, and it was not until 27 August that the President was 
authorized to call up for a period of 12 months the National Guard and other 
Reserve components, which however were not to be employed “beyond the 
limits of the Western Hemisphere except in the territories and possessions of 
the United States, including the Philippine Islands.” * 

On 16 September 1940, Congress passed the first peacetime selective service 
act in the history of the United States. Like the National Guard-Reserve Act 
of 27 August of that year, the inductees were to serve for 12 months only, and 
the same limitation on oversea service was included... In August 1941, the 
President was empowered to extend indefinitely the length of service for the 
National Guard, selective service trainees, and Reserve officers should Congress 
find our national interest to be imperiled. 


WAR DEPARTMENT RESPONSIBILITIES 


Army Nurse Corps 


The strength of the Army Nurse Corps was never set by Congress but 
rather by the War Department within the limits of congressional appropria- 
tions. In June 1939, the strength was set at 675; a year later, 949. This was 
the Regular Army nurse component, the only one on active duty until Septem- 
ber 1940, when Reserve nurses began to be appointed for that purpose. The 
Gukbovingtion for Regular Army nurses continued to be raised, however, reach- 


5 Watson, Mark Skinner: Chief of Staff: Prewar Plans and Preparations. United States Army 
in World War II. The War Department. Washington: U.S. Government Printing Office, 1950. 

6 See footnote 5, above. 
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ing 1,875 in March 1945. Until 1941, the basis for the calculation of require- 
ments was 1 nurse per 270 military personnel (3.7 per 1,000). In that year, 
the War Department General Staff, on recommendation of The Surgeon Gen- 
eral, changed the formula to 120 nurses for each 1,000 hospital beds, or approxi- 
mately 6 nurses per 1,000 of Army strength. 


Reserve Officers 


During the emergency and war years, Congress placed no statutory limita- 
tions on the number of non-Regular Army officers of the Medical Department. 
Like the nurses, the number to be added became the responsibility of the War 
Department, acting within the limits of congressional appropriation. For 
example, an act of 3 April 1939 which permitted the calling of 300 Reserve 
officers of the Corps of Chaplains and of the Medical Department to extended 
active duty did not specify how many of each branch were to be called. The 
General Staff in making the decision allotted 255 of these officers to the Medical 
Department.’ In December 1939, the General Staff, in anticipation of sup- 
plemental appropriations, authorized the corps area commanders to call up an 
additional 508 Medical Department Reserve officers. In the following Sep- 
tember, it authorized the calling of 4,019 Reserve nurses to active duty, the 
first time such action was taken during the emergency. The number was 
increased by 1,000 in January 1941. 

Besides setting quotas for personnel on active duty with the peacetime 
Army, the War Department provided for the establishment of a procurement 
objective for each section of the Officers Reserve Corps. No procurement 
objective was established for the Red Cross nurses’ reserve; it might therefore 
recruit members without limit. 

In 1939, the elements to be considered in establishing a procurement objec- 
tive were reviewed and restated; according to a memorandum prepared in G—1 
(8 June 1939), a number of misunderstandings about the objective had arisen, 
among others that it “should include all officers needed for a maximum effort. 
Actually, the peacetime procurement objective should be limited to the needs 
to fill early requirements during mobilization until such time as mobilization 
procurement can catch up with current needs.” ** A month later, the War 
Department published a set of figures giving the procurement objectives for 
Reserve personnel to be assigned to the corps areas. Comparison of these 
figures with the actual membership of the Medical Department Reserve Corps 


® Annual Reports of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1940, p. 256 ; 1941, pp. 243-244. 

10 Letter, Secretary of War, to Daniel W. Bell, Acting Director, Bureau of the Budget, 27 May 
1939. 

1 Memorandum for Record, signed “ESJ,’’ and concurred in by The Adjutant General, Assistant 
Adjutant General, and Officer in Charge, Reserve Division, War Plans Office, 8 June 1939. (Compare 
with Army Regulations No. 105-5, 16 June 1936.) 
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TaBLE 2.—Procurement objectives (10 July 1939), and actual strengths (30 June 1939), of 
Medical Department Officers Reserve Corps 


Component Procurement Actual 
objectives strengths 
Ripdieal Oorpe. 2 20 Le i ee ee ea ee ee ce eae 20, 870 15, 198 
Denial Worgs 2. 25:58 Sa. ins tie Pee ea oe See 3, 585 5, 063 
Meterinaty: Corpses 2i:c- hacen eeat Tee Se ee ewe 668 1, 381 
Metical Administrative (amg. eee Roe one ee oe ck 1, 918 1, 243 
Senitany tome tte wa tee tel Apes ey 8 ok oe eee ere pane pag 195 454 


1The large excess of actual strength of the Dental Corps Reserve over the procurement objective 
is not easily reconciled with the later statement (see p. 57) that procurement was stopped when 
actual strength of that corps slightly exceeded the objective. Hither the figures themselves are in- 
correct or, possibly, a larger procurement objective was in operation at the time the actual strength 
was computed. It also seems possible that authorities may have continued to appoint men in the 
Dental Corps Reserve even after the procurement objective had been exceeded. 


Source: (1) Memorandum, The Adjutant General, for Commanding Generals of all Armies; 
Commanding Generals, all Corps Areas; Chiefs of all Arms and Services; Commandants, General 
Service Schools; Superintendent, U.S. Military Academy; Assistant Chiefs of Staff, War Department 
General Staff ; and the Office of the Assistant Secretary of War, 10 July 1939, subject: Reserve Officers’ 
Peacetime Procurement Objective for Mobilization, and Assignment and Promotion Procedures for 
Reserve Officers, of the Corps-Area Assignment Group—Current Instructions Supplementary to MR 
1-3 (new number). (2) Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Gov- 
ernment Printing Office, 1939, pp. 174-175. 


about the same time (30 June 1939) will give some idea of how adequate—in 
the opinion of the General Staff—the existing Reserves were to meet anticipated 
needs (table 2). The comparison is necessarily a rough one, as the figures for 
the procurement objective covered only allotments to the corps areas, not to 
other using agencies. The latter agencies, however, ordinarily received only 
a very small proportion of total personnel. 

In September 1939, The Surgeon General estimated the requirements of 
a fully mobilized Army of 4 million, which was the maximum contemplated 
by the War Department’s Protective Mobilization Plan with its several aug- 
mentations. Reduced to ratios (number of medical personnel per 1,000 of 
total Army strength), his estimates were as follows: For the Medical Corps, 
7.5; for the Dental Corps, 1.875; for the Veterinary Corps, 0.375; for the 
Nurse Corps, 6.25; for the Sanitary and Medical Administrative Corps, 0.75; 
and for the enlisted complement, 75.00.12 This estimate was based on World 
War I experience. 

Although the total Medical Department strength of the Officers Reserve 
Corps (including members on duty and those not yet called) was below the 
procurement objective, The Surgeon General, as late as November 1939, ex- 
pressed the opinion that the Reserves were sufficient for the basic force of 


12 Memorandum, Col. A. G. Love, for The Surgeon General, 28 Sept. 1939. 
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Fieure 17.—Maj. Gen. Charles R. Reynolds, The Surgeon 
General, 1935-39. 


1,150,000 contemplated in the War Department Protective Mobilization Plan. 
He was doubtful however that they contained enough of the right types of 
specialists.* Appointments in the Dental Corps Reserve had been suspended 
in 1938 with the consent of The Surgeon General, Maj. Gen. Charles R. 
Reynolds (fig. 17), when membership slightly exceeded the procurement objec- 
tive.* In December 1939, the General Staff ordered a partial suspension of 
appointments to all sections of the Officers Reserve Corps, although neither 
the Medical Corps nor the Medical Administrative Corps had reached their 
authorized procurement objectives. However, the suspension order excepted 
the following categories: Graduates of the Reserve Officers Training Corps; 
applicants for the Air Corps Reserve; and recent graduates in medicine, 
dentistry, and veterinary medicine who were qualified for duty with the Regu- 
lar Army.?® 


183 Magee, James C.: The Medical Department, pp. 10-12 (a lecture delivered at the Army War 
College, 17 Nov. 1939). 

14 Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955, p. 51. 

15 Letter, The Adjutant General, to Corps Area and Department Commanders and Commanders 
of Arms and Services, 8 Dec. 1939, subject: Suspension of Appointments in Officers Reserve Corps. 
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FACTORS AFFECTING DETERMINATION OF REQUIREMENTS 


Medical Department Officer Shortages 


After Congress enacted the legislation just discussed, the responsibility for 
its implementation fell on the War Department. With no statutory restric- 
tions remaining on strength, outside those imposed by congressional appro- 
priations, the Army increased from a total strength of 264,118 on 30 June 1940 
to 1,455,565 on 30 June 1941." 

Naturally, this tremendous increase in such a short period of time created 
many problems. One of the biggest problems in the Medical Department was 
the shortage of officers. As early as August 1940, before actual augmenta- 
tion took place, The Surgeon General reported to The Adjutant General and 
to the Assistant Chief of Staff, G—-1, that an acute shortage of Medical Depart- 
ment officers has been the subject of “very grave concern” to his office for some 
time and that as of 25 July the deficits for the various corps were as follows 
(based on an authorized troops strength of 375,000) : Medical Corps, 1,527; 
Dental Corps, 391; Veterinary Corps, 223. He predicted that if the National 
Guard were called into Federal service the shortages would rise to the following 
figures: Medical Corps, 5,295; Dental Corps, 1,259; Veterinary Corps, 657. 
Should “some form of Selective Service” increase the Army still further, the 
Surgeon General’s Office estimated that in April 1941 the following shortages 
would obtain: Medical Corps, 8,455; Dental Corps, 2,044; Veterinary Corps, 
1,049.17 


Problems Created by National Guard Induction 


At the time of induction into Federal service (27 August 1940), the 
National Guard brought with it a complement of Medical Department officers 
and enlisted men. National Guard officers had the same rights of resignation 
as members of the Officers Reserve Corps.** Many were also relieved from 
assignment because they were deemed necessary in an industry or occupation 
essential to the public interest. Upon mobilization, the medical service of the 
National Guard consisted of personnel assigned to tactical units only. In the 
middle of 1941, these units comprised 306 medical detachments, 20 medical 
regiments, and 1 medical battalion. The guard had no medical personnel of 
its own for fixed hospital service or for administrative overhead; National 


16 Kreidberg, Marvin A., and Henry, Merton G.: History of Military Mobilization in the U.S. 
Army, 1775-1945. Washington: U.S. Government Printing Office, 1955, p. 581. (DA Pamphlet 
20-212.) 

(1) Letter, The Surgeon General, to The Adjutant General, 6 Aug. 1940, subject: Shortage 
of Medical Department Personnel. (2) Memorandum, Office of The Surgeon General (Col. C. F. 
Lull), the Assistant Chief of Staff, G—-1, 12 Aug. 1940, subject: Shortage of Medical Department 
Officer Personnel. 

18 Army Regulations No. 140-5, 16 June 1936, pars. 49, 53. 

19 (1) Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1941, p. 260. (2) Committee to Study the Medical Department, 1942, pp. 14-15. 
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Guard units, including medical units, were far below full strength when they 
were called into Federal service, so that personnel from Regular and Reserve 
components had to be assigned to them,?° and National Guard officers could 
not be readily shifted to meet changing needs since certain restrictions on their 
reassignment were not removed until September 1941. These three factors con- 
siderably increased the demand on the Army for medical personnel at the time 
of the induction of more than 250,000 guardsmen. 


Reserve Shortages 


In September 1940, the Army had, aside from the medical units that were 
organic parts of existing divisions, only the following field medical units: Two 
surgical hospitals, two evacuation hospitals, two medical regiments, one medical 
supply depot, and one medical laboratory. In December, this was increased 
to 8 medical battalions, 8 medical regiments, 1 medical supply depot, 1 medical 
laboratory, 1 general dispensary, 15 evacuation hospitals, 6 surgical hospitals, 
22 general hospitals, and 22 station hospitals. By the end of June 1941, all 
units had been activated.* 

The next problem was the personnel to staff these units. In October 1940, 
The Surgeon General asked the War Department General Staff to remove the 
partial suspension of appointments to the Reserve imposed in December 1939, 
and to restore the situation that had existed before that date. This meant that 
appointments would be permitted in all corps of the Medical Department up 
to their procurement objectives, and the General Staff granted the request in 
December 1940 in that sense, with the proviso that applicants must agree to 
accept active duty when called upon.?? Apparently, The Surgeon General had 
either disregarded the fact that the Dental, Veterinary, and Sanitary Corps had 
already passed these objectives or had felt at the time that their uncalled 
Reserves were sufficiently large and accessible for all purposes. Two months 
later, however, he pointed out that the authority granted did not permit com- 
missioning additional dentists or veterinarians in the Reserves and urgently 
recommended that it be “expanded to cover” both of these corps. The recom- 
mendation was unfortunately worded; what he wanted was not an expansion 
of the authority to cover these corps—the authority already covered them—but 
permission to exceed their procurement objectives. He further recom- 
mended that in view of prospective needs during 1941 and 1942 the existing 
procurement objectives for all Medical Department corps be suspended “until 


20 Letter, The Adjutant General, to Commanding Generals all Corps Areas and Departments, 
4 Sept. 1940, subject: Induction of the National Guard of the United States. 

21 Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone 
of Interior. United States Army in World War II. The Technical Services. Washington: U.S. 
Government Printing Office, 1956. 

22(1) Letter, Office of The Surgeon General, to The Adjutant General, 26 Oct. 1940, subject: 
Appointments in Medical, Dental, and Veterinary Reserve Corps. (2) Memorandum, Assistant Chief 
of Staff, G—1, for Chief of Staff, 1 Nov. 1940, subject: Appointments in Medical Department Reserve. 
(3) Letter, The Adjutant General, to each Corps Area Commander and The Surgeon General, 19 Dec. 
1940, subject : Appointments in Medical Reserve. 
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in the opinion of The Surgeon General an adequate Reserve is available for the 
defense program with rapid expansion, if such should be required.” * This did 
not mean that The Surgeon General was willing to accept unlimited numbers in 
the Reserves. If the surplus became larger than necessary to meet future needs, 
it might mean granting virtual deferment of service to a considerable group.” 

Because of the difficulties in procuring officers for certain corps, some sub- 
stitution of one type of officer for another was permitted in meeting require- 
ments. As early as February 1940, the Medical Department received authority 
to substitute reservists of the Medical Administrative Corps and Sanitary Corps 
for members of the Medical Corps Reserve in meeting the quotas for active-duty 
assignments.”? In 1941, after the Medical Replacement Training Centers for 
enlisted men at Camp Lee, Va., and Camp Grant, Il., had been functioning for 
several months, the task of obtaining sufficient numbers of medical, dental. 
and medical administrative officers to staff them properly led The Surgeon 
General to suggest that “branch immaterial” *° officers be used in battalion and 
center headquarters as well as in the companies. The recommendation was 
approved. At this time, The Surgeon General stated that each company could 
be adequately and properly staffed with six Reserve officers: Two medical, two 
dental, one medical administrative, and one branch immaterial.?7 


Enlisted Personnel 


With the increased medical facilities, the Medical Department had an 
additional problem of securing an adequate supply of enlisted personnel. As 
early as February 1939, General Reynolds, declaring that the 5 percent maxi- 
mum allowed by the National Defense Act of 1920 would be inadequate in an 
emergency, recommended that Congress be asked to amend the law so as to 
permit enlisting “in time of actual or threatened hostilities * * * such addi- 
tional number of men as the service may require.” Higher authority in the 
War Department, however, rejected the proposal on the ground that the reasons 
for giving priority to the Medical Department in this matter were not apparent. 
Several months later (May 1939), The Surgeon General repeated his request, 
but it was not until 1940 that he achieved his objective when Congress raised 
the Medical Department’s quota to 7 percent and empowered the President 


Letter (not found), from Senator Pepper, which enclosed a protest from the American Dental 
Association on selection for training of dentists not commissioned in the Reserve, with 2d endorsement, 
The Surgeon General to The Adjutant General, 18 Feb. 1941. 

°4 Compare the argument advanced by a spokesman of the Dental Division, Office of The Surgeon 
General, against a large increase in the size of the Dental Corps Reserve. (Letter, Office of The 
Surgeon General (Lt. Col. R. F. Craven), to The Adjutant General, 8 Oct. 1941.) 

* Letter, The Adjutant General, to The Surgeon General, 19 Feb. 1940, subject: Added Reserves 
for Active Duty With Regular Army. 

6 “Branch immaterial” personnel were those whose training was in basic subjects without arm 
or service specialization. 

27 (1) Memorandum, Procurement Branch, Military Personnel Division, Office of The Surgeon 
General, for Director, Historical Division, Office of The Surgeon General, 20 Apr. 1944. (2) Memo- 
randum, Office of The Surgeon General, for The Adjutant General, 18 Aug. 1941, subject : Utilization 
of Branch Immaterial Officers in Replacement Training Centers, with 1st endorsement thereto, 
3 Sept. 1941. 
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(and hence the War Department) in the event of actual or threatened hostilities 
to authorize such additional enlistments as he considered necessary.*® This did 
not insure that the General Staff would immediately raise the Medical Depart- 
ment’s authorizations even to 7 percent, for as late as June 1941 these amounted 
to less than 6 percent, although by that time actual strength had apparently 
risen to a little more than 7 percent. 

Nor did it settle the question as to what ratio of enlisted men should be 
allocated to tactical units on the one hand and to nontactical units and head- 
quarters other than The Surgeon General’s Office on the other. Differences 
of opinion arose, particularly on the latter point. Until the middle of 1939, The 
Surgeon General had been using enlisted men for nontactical assignments to the 
extent of a little more than 4 of the 5 percent authorized him at that time, leav- 
ing less than 1 percent for tactical use. At the existing strength of the Army 
(174,000 enlisted men), this permitted the maintenance in this country of no 
more than two medical regiments and a medical squadron—all at modified peace 
strength. Surgeon General Magee reported on 30 June 1939 that the following 
units were to be organized: Two additional medical regiments, one veterinary 
company, one ambulance battalion, and one medical squadron. Outside the 
country, there were two medical regiments, one of which was composed of 
Filipinos. General Magee did not propose to transfer any personnel from 
nontactical activities, having (as he asserted) already less than enough for those 
activities; nevertheless, he called attention to the dearth of medical personnel 
for tactical units.? Subsequent increases in the authorized strength of the 
Army to 227,000 during 1939 made possible the creation of more tactical medical 
units and detachments. General Magee welcomed this increment; in May and 
June 1940 when further enlargement of the Army to 375,000 was underway 
and Congress raised the Medical Department’s ratio of enlisted men from 5 to 7 
percent or more, he recommended the establishment of more tactical medical 
units, at least of certain types, than the General Staff was ready to approve—for 
example, four evacuation hospitals as against two, and four surgical hospitals as 
against two. No hospitals of either type had yet been activated, and up to 
this point, the Army was entirely lacking in field units to provide medical service 
above the division or corps level.°° From then on, expansion of the Army pro- 
ceeded even more rapidly—especially after the introduction of selective service 
in 1940—and with it the need for tactical medical units, including those at the 
divisional level. 

A year or more before the outbreak of the war, planning for the number 
of units (and therefore of enlisted men as well as officers) which would be 


°3 (1) Memorandum (excerpt), The Surgeon General, for The Adjutant General, 15 Feb. 1939, 
with endorsements thereto, 27 Apr. 1939 and 26 May 1939. (2) 54 Stat. 214. 

22 Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing 
Office, 1939, pp. 173, 181. 

30 (1) Letter, The Surgeon General, to The Adjutant General, 20 Jan. 1940, subject: Enlisted 
Personnel, Medical Department. (2) Letter, The Surgeon General, to The Adjutant General, 19 
June 1940, subject: Deficiencies in Corps and Army Medical Units. (3) Annual Report of the Sur- 
geon General, U.S. Army. Washington: U.S. Government Printing Office, 1940, p. 175. (4) See 
footnote 21, p. 59. 
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needed in the event of actual hostilities had produced disagreements between 
The Surgeon General and the General Staff. General Magee regarded the 
War Department’s Protective Mobilization Plans for 1939 and 1940 as totally 
inadequate in the number of hospital centers and general and station hospitals 
projected for tactical use in wartime. The General Staff hesitated to increase 
this number, presumably because of the limited initial force contemplated in 
the mobilization plans and also because of a desire to emphasize in them combat 
units rather than service units. Eventually, however, in August 1940, the 
Staff modified its plans so as to include the number of general hospitals asked 
for by The Surgeon General—102—instead of the 32 originally specified. 
It was in connection with the mobilization plans and in order to create a reserve 
of officers to staff these hospitals that The Surgeon General obtained permis- 
sion to revive affiliated units in various civilian medical schools and hospitals.** 

The quota of enlisted men for nontactical units and headquarters was less 
easily agreed upon than the size of the Medical Department’s tactical force, 
just discussed. In February 1940, General Magee declared that Medical De- 
partment enlisted strength for these purposes was below the 4.0715-percent 
ratio which had prevailed before 1 July 1939 and which, he said, was itself 
inadequate. In June 1940, he proposed 4.85 percent of total Army strength 
as the desirable ratio and continued to argue in terms of this figure until at least 
the middle of 1941. The argument was bound up with his objection to “dis- 
placing” enlisted men by civilian employees in nontactical hospitals to the 
extent of more than 20 percent. (His use of the word “displacement” may not 
have been quite apt. Little or no actual displacement of enlisted men had 
taken place—civilians had been employed mainly if not entirely to supplement 
them.) If a permanent displacement of 50 percent were accepted, where, he 
asked, would the Medical Department, whose hospitals were continually losing 
trained personnel to form cadres, get trained cadres for new nontactical hos- 
pitals and tactical units? He argued further that a displacement of more 
than 20 percent would seriously impair the training of tactical units then being 
activated, for personnel of the latter must receive their instruction as under- 
studies in nontactical hospitals actually in operation and rendering patient 
care. Enlisted men of tactical units could not receive their training as under- 
studies of civilian employees in nontactical hospitals when the civilians them- 
selves had to be trained, and furthermore did not stay very long in their jobs. 
The Surgeon General’s Office justified the 4.85-percent ratio on the ground 
that this figure was indicated conclusively by “the experience of the Medical 
Department extending over many years, both in peace and war.” * 


31 See footnote 21, p. 59. 

82 (1) Memorandum, The Surgeon General, for Assistant Chief of Staff, G—3, 13 Feb. 1940. (2) 
Letter, The Surgeon General, to The Adjutant General, 3 Sept. 1940, subject: Employment of Civil- 
ians. (3) Memorandum, Acting Surgeon General, for Assistant Chief of Staff, G-—1, 1 Apr. 1941, 
subject: I. Increase in Authorization for Medical Department Enlisted Men for Corps Area, Service 
Command, and War Department Overhead. (4) Letter, Maj. Gen. Norman T. Kirk, to Col. John B. 
Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 12 Dec. 1955. (5) Letter, 
Col. Paul A. Paden, MC, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army 
Medical Service, 10 Dee. 1955. 
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In September 1940, when General Magee presented the 4.85-percent ratio 
as a formula for allocating newly inducted personnel of the National Guard 
and selective service to the Medical Department, the reaction of the General 
Staff was mixed. G-1 considered the ratio reasonable. G-3 (operations) 
thought it might be acceptable for planning purposes, but proposed that as no 
“studied determination” of medical personnel requirements for nontactical 
units and headquarters had apparently been made, the actual needs of each such 
entity should be determined; The Surgeon General should then meet part of 
their requirements by “affiliating” * with them the tactical units of a similar 
type—it seemed to G-3 that such affiliation would also facilitate the training 
of these units. Commenting that the allotments already tentatively made 
seemed generous, G-3 recommended that no change be made in them for the 
present. A notation in the file containing this correspondence dated 1 January 
1941 states that General Magee’s recommendations were “adjusted” in con- 
ference, and in a memorandum dated 16 April, G—-1 promised that any further 
increases in Army strength would include a recommendation that Medical 
Department personnel be allocated in the ratio of 4.8 percent. The context of 
the latter document indicates that the 4.8 percent applied to nontactical units 
and headquarters and was therefore very close to General Magee’s 4.85 percent 
for these purposes. But in May 1941,°4 and probably until the very end of this 
period (December 1941), actual authorizations ran far below the desired ratio. 

Although the War Department General Staff allotted a much smaller 
number of enlisted men to nontactical units and headquarters than the Sur- 
geon General’s Office and G-1 thought proper, it authorized the employment 
of considerable numbers of civilians to make up the difference. In April 1941 
when the enlisted allotment was only 2.2 percent, the civilian authorization 
amounted to 15,000 or 33 percent of the total allotment, military and civilian, 
This, according to G-1, still left a shortage of 22,000 enlisted men (on the 
basis of the 4.85-percent ratio). In terms of actual strength, comparable 
figures for which are lacking, the proportion of civilians may of course have 
been somewhat different. In December 1941, General Magee reported that it 
had been necessary to supplement the enlisted men allotted to hospitals by 
civilians to the extent of 50 percent, and by the temporary employment of 
tactical hospital units in nontactical hospitals.*° He agreed that civilians 
might replace enlisted men in certain technical positions (those in which an 
enlisted man could not hope to attain proficiency without long education) and 
certain “scullery jobs” (which had no training value for him).*° But he con- 
tended that the hiring of civilians itself presented problems; for example, 


33 G—3 did not explain what it meant by this term. 

34 Memorandum, Col. H. T. Wickert, for General Magee, 6 May 1941, subject: Enlisted Personnel, 
Medical Department. 

35 (1) Memorandum, G—1, for The Surgeon General, 16 Apr. 1941, subject: I. Increase in Au- 
thorization for Medical Department Enlisted Men for Corps Area, Service Command, and War Depart- 
ment Overhead. (2) Memorandum, The Surgeon General, for G—3, 11 Dec. 1941, subject: Personnel 
for Arms and Services With Army Air Forces. 

36 (1) See footnote 32 (2), p. 62. (2) Report, The Surgeon General’s Conference With Corps 
Area Surgeons, 14-16 Oct. 1940. 
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their housing, messing, and the impermanence of their employment if they 
were later replaced by enlisted men. Such problems proved to be matters of 
some moment, although apparently they did not prevent the hospitals from 
rendering adequate service. Moreover, the use of new and relatively un- 
trained enlisted men also presented some difficulties. 

The War Department General Staff enabled nontactical installations and 
activities of the various services, including those of the Medical Department, 
to utilize personnel of the field forces. In October 1940, when the latter were 
placed under commands separate from those of the corps areas, their com- 
manders were required to furnish the corps area commanders with such com- 
missioned and enlisted personnel as they might request to operate their in- 
stallations, pending procurement of the required personnel in the corps areas. 
In February 1941, announcement was made that field force personnel would be 
used to augment station complements whenever field forces were present on a 
post. This was part of a policy which aimed at restricting permanent station 
complements to the size necessary to maintain services when tactical forces 
were absent. It represented a departure from the former policy of providing 
station complements large enough for all contingencies so that tactical units 
could devote the proper amount of time to training. According to the General 
Staff, this expedient was necessary in order to prevent a material reduction of 
the number of troops assigned to field forces. Whether or not the policy re- 
sulted in a diminution of the allotments of Medical Department personnel to 
nontactical installations, it certainly enabled the latter to increase their com- 
plement of enlisted men, at least on a temporary basis.** 

G-3’s opinion that a study of the personnel needs of individual Medical 
Department installations would afford a firmer basis for allotments was prob- 
ably not shared by the Surgeon General’s Office; at any rate, no such studied 
determination seems to have been made. If it were not made, the reason may 
have been that the number of officers then available did not permit them to 
spend the time away from their day-to-day operations. Whether such a study 
would have enabled allotments to be calculated with complete accuracy may 
be doubted. To achieve that end in a period of rapid expansion, when the 
workload and other responsibilities of medical installations were constantly 
shifting, the study would have had to be continuous. Nevertheless, a thorough 
survey of the personnel situation at each hospital, for example, might have 
disclosed facts of considerable value to the policymakers. If it did not but- 
tress General Magee’s demand for an enlisted ratio of 4.85 percent, the survey 
might have enabled him to see a little more clearly how he could get along 
without it—as he actually had to do. 

One substitute for such a detailed study was an estimate of needs according 
to the size of installations. For nontactical station hospitals, an estimate of 
this kind existed in the form of a table of organization showing the normal 


87 (1) Letter, The Adjutant General, to Commanders of Arms and Services, 3 Oct. 1940, subject : 
Organization, Training, and Administration of Army. (2) See footnote 21, p. 59. 
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personnel requirements for station hospitals of various bed capacities in the 
Zone of Interior in time of war.’* Early in 1940, the War Department issued 
directions on the use of this table in responding to a request from a corps area 
commander for instructions concerning the employment of civilians in the event 
of mobilization. The table was to serve as a guide, the local situation determin- 
ing actual need, pending issuance of a new table similar in purpose 
which would be included in Mobilization Regulations. The old table stated 
requirements only in terms of military personnel; the General Staff therefore 
at the same time publicized a list of “appropriate positions recommended by 
The Surgeon General that may be filled by civilians in Station and General 
Hospitals, Zone of Interior, during mobilization.” *® This list was reissued in 
June 1940. 

Meanwhile, General Magee was asked for recommendations as to the form 
and content of a new table for converting bed requirements into personnel 
requirements. The General Staff probably expected that the new table would 
state requirements in terms of civilian personnel. General Magee, however, in 
December 1940 submitted a guide for determination of Medical Department 
personnel in Zone of Interior station hospitals, which followed the form of the 
old table of organization in specifying only military personnel, and merely 
stated that corps area commanders and chiefs of arms and services could “re- 
place in part, decrease or augment the authorized enlisted men shown in the 
guide by qualified civilian employees.” When G- (logistics) asked for a re- 
vision of the guide to show requirements for civilian as well as military person- 
nel, General Magee’s Office gave assurance that the substitution would be made 
on a man-to-man basis, an explanation which satisfied G-4.*° The new guide 
also, however, raised the requirements for enlisted men above those of the old 
table of organization. This caused discussion within the General Staff as to 
whether if the guide was approved it might not compel larger allotments to the 
Medical Department than those already made, which had been based upon the 
old table. The final decision was that it would not, and the guide was published 
on 9 April 1941 with the understanding that it embodied requirements, not 
availabilities. Thus, the General Staff saved itself from sanctioning an 
increased allotment. On the other hand, General Magee avoided the necessity 
of again committing himself, except in vague terms, to the principle of sub- 
stituting civilian employees for enlisted men. Nor did the Surgeon General’s 
Office apparently use the guide as a new factor in estimating the general re- 
quirements for enlisted men in nontactical units and headquarters, for that 
Office continued to talk in terms of the 4.85-percent ratio. The Acting Surgeon 


38 Table of Organization 786, W, 1 July 1929. 

38 (1) Letter, Surgeon, Third Corps Area, to The Surgeon General, 22 Jan. 1940, subject: Civilian 
Employees for Station Hospitals, with endorsements thereto, 23 Feb. 1940 and 28 Mar. 1940. (2) 
Letter, The Adjutant General, to all Corps Area and Department Commanders, 28 Mar. 1940, subject : 
Use of Civilian Employees in Station Hospitals. 

40 Two months after this explanation was forthcoming (March 1941), the Surgeon General’s Office 
informed the corps area surgeons that civilians should replace enlisted men on a three-for-two basis. 
(Minutes, The Surgeon General’s Conference with Corps Area Surgeons, 10-12, Mar. 1941.) 
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General urged publication of the guide so that it could be used for planning 
purposes and for the assistance of corps area surgeons in procuring properly 
balanced staffs. 


Civilians 


No global figure or ratio was set during the emergency period to determine 
the number of civilians who could be employed by the Medical Department. 
The only formula affecting them which appears to have been discussed at this 
time was the proper percentage to be employed in nontactical hospitals—a 
proportion which, as we have seen, The Surgeon General held should not exceed 
20 percent. 


CHAPTER IV 


Requirements: 1941-45 


In May 1941, the War Plans Division of the General Staff was given the 
task of preparing a study on the ultimate munitions that the United States 
would have to produce to defeat the Axis Powers. At the request of Presi- 
dent Roosevelt in July and again in August, the study was expanded to 
include an estimate of troop strength and total units necessary for the various 
theaters. This Victory Program submitted to the President on 25 Septem- 
ber 1941 placed total strength at 8,795,658.1_ The production goals for muni- 
tions were immediately established on the basis of the Victory Program, but 
no action was taken on a troop basis until after the Japanese attack on Pear! 
Harbor. The Victory Program became the War Munitions Program at that 
time, and the preparation of intermediate troop bases became necessary. ‘The 
1943 troop basis was set at 8,208,000 (7,533,000 enlisted men, 675,000 officers) ; 
the 1944 troop basis reduced overall strength to 7,700,000.2, In the spring of 
1942, The Surgeon General estimated his requirements for the various corps of 
the Medical Department based on the strength estimates of the Victory Program 
and the 1943 troop basis, as yet unapproved. 


MEDICAL CORPS 


In April 1942, in compliance with a request from the Assistant Chief of 
Staff, G-1, War Department, General Magee estimated that the United States 
had a total of 176,000 physicians, and remarked that “while many are overage 
or have retired from practice * * * it will be assumed that the entire number 
is available for the period of national emergency.” He doubted that the 
Federal services, including the Military Establishment, could obtain more 
than a third of these and declared that, if no more than 50,000 were avail- 
able for the Army, the existing allotments and tables of organization would 
have to be reduced by one-third. He estimated that under these existing 
allotments and tables 75,000 physicians would be needed for a 7,500,000-man 
Army, or one for every 100 men. Initially, however, the ratio would be 


1 Watson, Mark Skinner: Chief of Staff: Prewar Plans and Preparations. United States Army 
in World War II. The War Department: Washington: U.S. Government Printing Office, 1950, 
pp. 338-349. 

2 Kreidberg, Marvin A., and Henry, Merton G.: History of Military Mobilization in the U.S. Army, 
1775-1945. Washington : U.S. Government Printing Office, 1955, pp. 628-629. (DA Pamphlet 20-212.) 


67 


68 PERSONNEL 


greater, decreasing as the troop basis rose.’ In suggesting that he might 
be allowed 50,000, The Surgeon General at this early date had arrived at a 
figure very close to the 45,000 ultimately granted him. 

In the course of the next few months, the question of the ratios of phy- 
sicians to troops in foreign armies was injected into the discussion of the 
desirable strength of the Medical Corps. This point may have been raised 
at this time by the fact that in July plans for the first Allied assault landing 
(Operation TORCH) were being formulated. It was the President himself 
who raised the question by telling the Chief of Staff and the Chairman of 
the War Manpower Commission that he could not reconcile the British ratio 
of 8 physicians per 1,000 troops with the United States ratio of 8 per 1,000. 
At about the same time, a subcommittee of the Senate Committee on Labor 
and Education dealing with war manpower issued a preliminary report in 
which it stated, after noting that the ratio of doctors to military strength 
in the American Army appeared to be more than twice that maintained 
by the Allies of the United States, that British experience should be studied 
in order to work out a balanced plan for use of this scarce national resource. 

Shortly after this recommendation was published, The Surgeon General 
took note of the President’s comment in a communication to the General Staff. 
After stating a belief that the British ratio was 4.5 per 1,000 instead of 3, 
he said that the ratio of physicians to population in Great Britain was consid- 
erably lower than in the United States and that because of proximity to active 
operations “a large percentage” of British casualties were cared for in civilian 
hospitals. Moreover, not only were standards of medical care much higher 
in the United States than in Great Britain but the British themselves had rec- 
ognized the inadequacy of their medical service by requesting “large numbers” 
of medical officers from the United States before we entered the war. Then, 
The Surgeon General, after reviewing the history of congressional action on 
ratios, pointed out that the act of 3 April 1939 in authorizing 1,424 Medical 
Corps officers had established a ratio of 6.33 per 1,000 of enlisted strength. He 
contended, however, that this figure provided Medical Corps officers only for 
administrative overhead and hospital care, not for combat units or for the or- 
ganization and training of tactical medical units. He asserted that it had been 
demonstrated “through all the lean years prior to the present emergency” that 
this ratio would provide only for the necessary care of the sick “in accordance 
with the accepted standards of American medicine.” * But during a war, he 
continued, it was necessary to man tactical units and to provide a relatively 
higher proportion of Medical Corps officers for the increased hospitalization 
incident to the care of battle casualties and troops living under adverse cli- 


® Memorandum, The Surgeon General (Col. John A. Rogers, MC, Executive Officer), for Personnel 
Division, Services of Supply, 27 Apr. 1942. 
* Memorandum, The Surgeon General (General Magee), for Chief of Staff, 23 Oct. 1942. 
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matic and general health conditions in various parts of the world. Small gar- 
risons and task forces scattered throughout the world increased medical 
personnel requirements, although The Surgeon General said it was difficult 
to evaluate that factor accurately. He pointed out that he had reduced tables 
of organization and service command allotments sufficiently to save more than 
8,600 doctors. 

General Magee declared that he would be remiss in his duty if he “failed 
to emphatically protest any reduction of medical officers which would lower 
the standards of medical service * * * below that confidently expected by the 
American public. Should these standards be dangerously lowered future crit- 
icism would be mainly directed against the Army.” “Any further material 
reduction,” he said, “will lower medical efficiency to a dangerous level.” He 
believed that 50,000 physicians for an army of 7.5 million men would enable 
his Department to perform its mission. 

In concluding this strong statement of his position, The Surgeon General 
expressed his conviction that from the national point of view the problem was 
not so much one of reducing the number of physicians in the Army as it was one 
of redistributing available physicians to meet civil requirements. 

The question of foreign ratios and also the proper ratio of doctors for the 
U.S. Army came before the Committee to Study the Medical Department of the 
Army. Those who testified on personne] matters included not only officers 
from the Surgeon General’s Office and the Services of Supply, but also indi- 
viduals from the Directing Board of the Procurement and Assignment Service, 
the Director of the War Manpower Commission, which in April 1942 had in- 
corporated the Procurement and Assignment Service into its organization, 
officials of the American National Red Cross, and other civilians. 

Shortly after General Magee’s reply to President Roosevelt concerning 
the ratios of foreign and American doctors in army medical services through- 
out the world, the committee made its report. Among other comments, the 
committee stated, on what authority is unknown, that the ratios of Medical 
Corps officers to military personnel adopted by the Army was 6.5 per 1,000 
troops in the United States and 10.5 per 1,000 in theaters of operations, but this 
ratio in foreign armies was not obtainable. Furthermore, the committee stated 
that it did not feel competent to express an opinion as to the adequacy of the 
American ratios.” ® 

Meanwhile, the Deputy Chief of Staff in October 1942 asked The Surgeon 
General to submit a plan for the medical service of a fully expanded army (fig. 
18). The plan, concurred in by the Air and Ground Surgeons and presented 
in December 1942, proposed 49,100 doctors for an army of 7,500,000—a ratio of 
about 6.5 per 1,000—and recommended a reduction of allotments to Zone of 


5 Report, Committee to Study the Medical Department, 1942. 
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FiaureE 18.—Representative Army surgeons. Upper left: Brig. Gen. John A. Rogers, 
MC, First U.S. Army. Upper right: Brig. Gen. Thomas D. Hurley, MC, Third U.S. Army 
Lower left: Brig. Gen. Joseph I. Martin, MC, Fifth U.S. Army. Lower right: Col. (later 
Brig. Gen.) William A. Hagins, MC, Sixth U.S. Army. 
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Figure 18.—Continued. Upper left: Col. Myron P. Rudolph, MC, Seventh U.S. Army. 
Upper right: Brig. Gen. George W. Rice, MC, Eighth U.S. Army. Lower left: Brig. Gen. 
William E. Shambora, MC, was colonel when Surgeon, Ninth U.S. Army. Lower right: Col- 
Frederic B. Westervelt, MC, Tenth U.S. Army. 
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Interior installations based on new personnel guides to be promulgated.© The 
proposed allotment to the three major forces were as follows: 


Army Ground Forces: Allotment 
MALES 10a GALE + GAS) Ex OO PASTS Se ea aa i +13; 222 
Army Air Forces: 
Units in the:1943" troop. DaASIS= 25s an eS a ae eee 4, 553 
Zone of Interior (including station hospital staffs, schools, and so forth)__-_  * 7, 358 
Services of Supply: 
Units in the 1943 troop basis for medical service (3 million overseas) —~----- 314, 254 


Zone of Interior (including station and general hospitals, technician schools, 

Medical Replacement Training Centers, laboratories, overhead and procure- 
ment and supply activities, except those provided by Army Air Forces) -----_ * 8, 809 
ETN Tey Tare a ae er ae we Nea Se ae ee ae pe ene ° 49, 100 


1 After a reduction of 827. 

2 After a reduction of 262. 

% After a reduction of 361. 

4 After a reduction of 2,805. 

5 Includes 904 allotted to War Department filler and loss replacement pool. 


After discussion about the number of doctors, the Deputy Chief of Staff 
in March 1943 set the permissible number at 48,000 for an Army strength of 
8,248,000 (the 1943 troop basis plus 40,000 Army nurses). Six months later, 
however, G—1 stated that in view of a reduction of the troop basis to 7,686,000 
the War Department could not support the previous figure and ordered a 
restudy to reduce it, indicating that 45,000 would be about the right number. 
Shortly afterward, Army Service Forces headquarters directed The Surgeon 
General to modify his plan for the utilization of Medical Corps officers, using a 
basis of approximately 45,000 officers for an army of 7,686,000 as of 
31 December 1943." 

At the end of September 1943, Medical Corps strength stood at 39,951 and 
total Army strength at 7,278,784, or a ratio of 5.49 doctors per 1,000 strength. 
Forty-five thousand doctors for an Army of 7,686,000 would have provided a 
ratio of slightly less than 6 per 1,000. In protesting against this reduction, The 
Surgeon General declared that 48,000 was an irreducible minimum. Although 
no action seems to have been taken on this rejoinder, The Surgeon General 
later noted that the reduction to 45,000 had been made while a draft of doctors 
was under discussion, and claimed that it was without prejudice to additional 
requirements after 1 January 1944.8 At this time, there was no question of 


® Memorandum, Acting Surgeon General, for Deputy Chief of Staff (through Military Personnel 
Division, Services of Supply), 14 Dec. 1942, subject: Availability of Physicians. 

7 (1) Memorandum, Deputy Chief of Staff, for Commanding General, Army Service Forces, 10 Mar. 
1943, subject: Availability of Physicians. (2) Memorandum, G—1, for Commanding General, Army 
Service Forces, attention: Military Personnel Division, 18 Sept. 1943, subject: Offcer Requirements. 
(8) Memorandum, Military Personnel Division, Army Service Forces, for The Surgeon General, 22 Sept. 
1943, subject : Officer Requirements, Medical Corps. 

§ (1) Memorandum, Military Personnel Division, Army Service Forces, for The Surgeon General, 
22 Sept. 19438, subject: Officer Requirements, Medical Corps, with 1st endorsement thereto, 2 Oct. 
1943. (2) Memorandum, The Surgeon General, for Assistant Chief of Staff. G—1, 11 Sept. 1944, 
subject : Conference With Chairman, Procurement and Assignment Service. 
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exceeding an actual strength of 48,000 or even 45,000, since the total number 
of Medical Corps officers on duty was only about 40,000 as late as the end of 
December 1943 (table 1). 

By the end of September 1944, however, the number on duty was approxi- 
mately 45,000, and on 7 October, the War Department again established that 
figure as a ceiling; any excess was to be disposed of either by transferring 
officers to the Veterans’ Administration or by separating them from the serv- 
ice. Two days later, The Surgeon General stated that 47,000 as of 31 December 
1944 was a “firm requirement” and that further reduction of tables of organiza- 
tion was “out of the question.” ° On 7 November 1944, his appeal was rejected, 
but the War Department acknowledged that it was “impracticable to main- 
tain an exact ceiling of 45,000” and that “some tolerance or leeway appears 
desirable on the long side.” *° In any event, the strength of the Medical Corps 
was permitted to exceed the ceiling; at the end of November 1944, it stood at 
46,747 and reached its maximum—about 48,000—in July 1945 (table 1). 


Procurement and Assignment Service 


The Procurement and Assignment Service, which had been established 
shortly before Pearl Harbor as a coordinating agency for all Federal services 
for medical, dental, and veterinary personnel, in April 1942 created a Com- 
mittee on Allocation of Medical Personnel, which was charged with determin- 
ing a safe minimum standard of medical care for civilians. The minutes of 
the first meeting of this committee (26 April 1942) show that it entered on its 
task with the idea not only of allocating personnel to civilian and military 
service, but of trying to constrain the Army into what it considered an efficient 
use of physicians. Dr. Harold S. Diehl, Dean of Medical Sciences, University 
of Minnesota, the chairman, said that the committee had to plan to prevent 
medical personnel from being put into positions where their special qualifica- 
tions were not utilized. Dr. Roscoe G. Leland, Director of the Bureau of Medi- 
cal Economics of the American Medical Association, a member, expressed 
the opinion that it would be the committee’s job to get the Army to change 
its position on requirements by reducing the ratio of physicians to Army 
strength and by replacing certain physicians with medical administrative per- 
sonnel. Dr. Diehl then said that “if we have a case and can get the figures to 
prove it, we can get the Army to revise their demands.” 

This is one of the first indications that the members of the Procurement 
and Assignment Service actually meant to put a limit on the number of phy- 
sicians the Army could have so as to keep civilian communities from being 
stripped of doctors. The sequel was that for the duration of World War II 


® Memorandum, The Surgeon General, for the Assistant Chief of Staff, G—-1, 9 Oct. 1944, subject: 
Medical Officer Requirements and Availabilities. 

10 Letter, The Adjutant General, to The Surgeon General, 7 Nov. 1944, subject: Medical Corps 
Officers—Procurement, Assignment, and Ceiling. 


74. PERSONNEL 


the Medical Department was governed in many aspects of its personnel pro- 
curement program by the wishes of a civilian agency. 

On 7 November 1942, at a meeting attended among others by Surgeon 
General James C. Magee; Vice Adm. Ross T McIntire, his Navy counterpart; 
and Paul V. McNutt, Chairman of the War Manpower Commission, the Pro- 
curement and Assignment Service recommended a ratio of 1 physician to 1,500 
of population as a minimum for civilian medical service in each State. This 
of course would indirectly set a limit on the procurement of doctors for the 
armed services. Admiral McIntire agreed that every possible effort should 
be made to maintain the proposed ratio and stated that the Navy could operate 
with “anywhere from 6 to 6.5 in this war.” General Magee accepted the 
1: 1,500 ratio for civilian medical service, but objected to committing himself as 
to the precise number of doctors the Army would need. The Medical Depart- 
ment, he said, was reducing its figures “as far as our conscience and intelligence 
will let us,” but “if it comes to a point of making immediate decisions, I am 
not in a position to do so at the present time.” Mr. McNutt was obviously 
dissatisfied with The Surgeon General’s position. He said that the Procure- 
ment and Assignment Service would give the Armed Forces all it possibly 
could, but that he knew “full well” that tables of organization had been too 
high. “If you want my candid appraisal of the situation,” he said, “we cannot 
be dealing with any 8.2 or 8.3 per 1,000. We had better be talking about 6.4 
or 6.5.” The latter ratios would have given the Army about 48,000 doctors 
figured on a strength of 7.5 million, or in fact very nearly the 50,000 which 
The Surgeon General had earlier suggested. That suggestion had probably 
been made, however, with a view to giving the Army not as many doctors as 
would be considered ideal but simply enough to enable the Medical Depart- 
ment to fulfill its function. 

The Procurement and Assignment Service adhered to the 1:1,500 ratio 
for civilian medical service throughout the war as a basis for authorizing the 
military services to procure doctors in the several States. Many States did 
not possess so high a ratio; some had higher. The Procurement and Assign- 
ment Service had small power to improve their positions by reallocating civilian 
doctors, and in fact, it achieved little in that respect. 

In discussing the Procurement and Assignment Service’s lack of power 
to relocate doctors, the vice chairman of that organization had stated: 

Our position would have been much easier, and some of our obvious failures might 
have been avoided, if we had possessed the same “power” over the relocation of civilian 
doctors to needy communities that we had to limit the commissioning of medical officers 
to those men considered “available.” The fact that New York and Chicago, throughout the 
war, had an excess of doctors and dentists that we could not relocate, weakened our po- 
sition and prevented the accomplishment of our obligations to the civilians. If another 


great war should break out, I personally think that a body with power over all profes- 
sional people should be set up.” 


11 Letter, Harvey B. Stone, M.D., to Col. C. H. Goddard, MC, Office of The Surgeon General, 
38 June 1952. 
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Fiacure 19.—Brig. Gen. Robert Mills, DC, wartime director of the 
Dental Division, Office of The Surgeon General. 


DENTAL CORPS 


By the start of World War II, experience had shown that any ratio of less 
than 1 dental officer for each 750 men would be grossly inadequate. Although 
formal requests for procurement objectives were generally brief, containing no 
discussion of the method of calculation, it is clear that the ultimate goal of the 
Surgeon General’s Office was an overall ratio of 1 dentist for each 500 men. 
This ratio was agreed upon informally between the director of the Dental 
Division (fig. 19) and the chief of the Personnel Service, both in the Office of 
The Surgeon General.” Even though it was not “officially recognized,” the 
July request for a procurement objective stated that it was based on a ratio of 
2 dentists per 1,000, and permission was asked to appoint up to 9,000 Dental 
Corps officers for an Army of 4.5 million.1? In November 1942, The Surgeon 
General estimated that in view of the planned increase in the size of the Army 


12 Medical Department, United States Army. Dental Service in World War II. Washington: U.S. 
Government Printing Office, 1955. 

13 Letter, Office of The Surgeon General, to Commanding General, Services of Supply, 3 July 1942, 
subject : Procurement Objective, Dental Corps, Army of the United States. 
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he would need 17,248 dentists. This estimate was accepted by the War 
Department General Staff. 

The overall ratio of dental officers (1 to 500) which the Dental Service 
considered necessary was never reached during the entire war period except in 
September and October 1942. The problem of meeting the needs of new 
recruits for dental rehabilitation, which was particularly serious during the 
early part of the war, seems to have been partially met by deferring all but work 
of an emergency nature. 

Early in 1948, the Procurement and Assignment Service determined that 
1 dentist was required for each 2,500 civilians and that a total of 22,620 could 
be spared for the Army and Navy, thereby leaving 50,250 in civilian practice. 
This standard and its application could be criticized on several grounds. In 
the first place, the standard was arbitrary, being based more on opinion than 
knowledge. Moreover, not all communities had as many as 1 dentist per 2,500 
civilians—many had not above half that ratio—and there was no machinery to 
give them more or even to restrict recruiting to other areas. Finally, if the 
number of dentists that could be spared for the Armed Forces had been arrived 
at simply by counting as available all dentists in excess of the 1: 2,500 ratio in 
communities possessing a higher ratio, the number would have been consider- 
ably larger than 22,620. The military authorities, however, did not raise these 
or other objections to the calculations of the Procurement and Assignment Serv- 
ice; they could hardly have effectively challenged a formula which gave them 
the right to solicit one-third of the Nation’s dentists for 12 million men while 
two-thirds were reserved for 120 million civilians. 

In late 1948, Army Service Forces set a ceiling of 15,200 for the Dental 
Corps. According to Col. George F. Jeffcott, DC: 


The manner in which the ceiling for the Dental Corps was established, and the exact 
date, are not entirely clear. In a memorandum to the Deputy Surgeon General, of 7 Sep 48, 
Lt Col D. G. Hall of the Personnel Service, SGO, stated that his office had ‘that day’ been 
notified of a revised requirement based on changed plansin ASF * * *, Other incidental 
references [however] indicate that representatives of the Dental Division [SGO], the Mili- 
tary Personnel Division, SGO, and of G—1 attended conferences on the matter before a 
decision was reached. It is also probable that PAS [Procurement and Assignment Service] 
had a hand in the matter, but the extent to which its influence affected ASF is not known.” 


VETERINARY CORPS 


Unlike the Medical, Dental, and Army Nurse Corps, the size of the 
Veterinary Corps could not be calculated by a simple ratio of veterinarians 
to the overall strength of the Army. One factor that complicated the proc- 
ess of calculation was present to some degree before the United States entered 


144 Letter, The Adjutant General, to The Surgeon General, 27 Nov. 1942, subject: Increase in 
Procurement Objective for The Surgeon General (Dental Corps). 

% Minutes, Committee on Dentistry, Procurement and Assignment Service, 20 Feb. 1943. 

16 See footnote 12, p. 75. 
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the war—the inspection of food by the Army Veterinary Service for other 
branches of the Military Establishment and even for certain nonmilitary 
agencies of Government. During the war, one of the most important tasks 
of Veterinary Corps officers was the procurement-inspection of food for the 
Navy and the Marine Corps; by the end of the war, Army veterinarians 
were inspecting about 90 percent of the Navy’s food at the time of 
procurement.*? 

New and increased requests for veterinary officers throughout the war 
period therefore perplexed the General Staff, for no fixed basis, such as 
troop strength, could be used as a guide in making their decisions.** Army 
Regulations No. 40-2035, 18 December 1942, governing veterinarians, listed 
the number of assistants a station veterinarian could have (depending on 
animal strength) and stated further: 

A station having a human strength of approximately 1,000 will be allowed one or 
more veterinary officers, as circumstances warrant, for duty in connection with meat 
and dairy hygiene, the maintenance of instruction courses, or other duties pertaining 
to the veterinary service. At depots, ports of embarkation and debarkation, purchasing 
points, and other places where foods of animal origin are purchased, stored, or handled 
by the Army, the assignment of veterinary officers will be based on actual need as deter- 
mined by The Surgeon General. 

In practice, The Surgeon General from time to time requested new pro- 
curement objectives which would authorize the Medical Department to ob- 
tain additional veterinary officers as the occasion seemed to demand. AI- 
though the objectives granted were not as large as those he requested, they 
enabled the corps to be moderately enlarged. No ceiling appears to have been 
set for the Veterinary Corps until January 1945 and even this was more in 
the nature of a procurement objective, since the War Department General 
Staff not only set a figure (2,150) somewhat above the actual strength but 
authorized procurement of the necessary officers from certain specified, though 
restricted, sources.’® 


SANITARY CORPS 


Throughout the war, no personnel ceiling was established for the Sanitary 
Corps, and no ratio was adopted as a means of computing the numbers re- 
quired. The Surgeon General merely requested and justified successive pro- 
curement objectives which, if approved by the War Department General 
Staff, permitted him to add certain numbers to the corps. In February 1945, 
further commissioning in the corps was ordered stopped, the membership 
being considered large enough for the Army’s needs. 


17 Annual Reports, Veterinary Division, Office of The Surgeon General, U.S. Army, 1942-46. 

18 Information from Maj. E. B. Miller, VC, U.S. Army Medical Service historian, 1950. 

19 Semiannual Report, Procurement Branch, Military Personnel Division, Office of The Surgeon 
General, U.S. Army, 1 Jan.—31 May 1945. 
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Figure 20.—Brig. Gen. Edward Reynolds, MAC, Chief, 
Medical Administrative Corps. 


PHARMACY CORPS 


The number of personnel required by the Pharmacy Corps was deter- 
mined by The Surgeon General. Since most of the pharmaceutical work in 
the Army could be done by pharmacy technicians working under supervision, 
the 72 Pharmacy Corps officers permitted by the act of 1948 which created 
the corps proved to be more than sufficient throughout the war from The 
Surgeon General's point of view. 


MEDICAL ADMINISTRATIVE CORPS 


On 30 June 1940, the ratio of Medical Administrative Corps (fig. 20) 
officers on active duty to Medical Corps officers was a little more than 1: 25; 
5 years later, the ratio had risen to 1: 2.4. This was due not to the estab- 
lishment of a formal requirement for Medical Administrative Corps officers 
but rather to the transfer of administrative duties from Medical Corps offi- 
cers to qualified nonprofessional personnel, thereby freeing the physicians for 
strictly professional work. 
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In April 1942 when, in reply to questions from G—1, The Surgeon Gen- 
eral was discussing the substitution of Medical Administrative Corps for 
Medical Corps officers, he said that whereas 75,000 physicians would be needed 
according to existing tables of organization and allotments, probably 10 per- 
cent of that number, or 7,500, could be supplanted by Medical Administrative 
Corps officers. “It is doubtful that all of these or additional substitutions 
would prove of economic value,” he explained.?° 

Apparently not until the Medical Department found itself limited by the 
ceiling on doctors did it envisage the great number and variety of assignments 
that members of the Medical Administrative Corps were qualified to fill. 
Nevertheless, in a report on the procurement and supply of Medical Corps 
officers, the Control Division, Services of Supply, stated in June 1942 that as a 
result of the serious shortage of Medical Corps officers the Medical Department 
had an obligation to release them from “all administrative procurement, and 
similar duties which can be assigned to nonmedical personnel.” ‘This report 
did not limit those to be substituted to members of the Medical Administrative 
Corps, but suggested the use of Sanitary Corps, branch immaterial, and Army 
Specialist Corps officers as well.**_ In July 1942, The Adjutant General issued 
a letter requiring the relief of Medical Corps officers from duties that did not 
demand professional training. 

The Committee to Study the Medical Department reviewed the problem 
of replacement of Medical Corps officers and made the following recom- 
mendations: 

1. The practice of assigning Medical Corps officers, even temporarily, to 
any type of work that could be performed by nonprofessional personnel should 
be discontinued. 

2. Medical and dental officers should be utilized to the fullest extent in 
their professional fields. 

3. All professional personnel engaged in administrative tasks except those 
who had lost the skills necessary for professional work should be replaced by 
Medical Administrative Corps personnel. 

4. More nonmedical men who had proved competent in managing establish- 
ments providing medical care should be used in positions of greater 
responsibility in Army hospitals and even in the higher echelons of the 
Medical Department. 

5. The Medical Department should take steps, “even at this late date,” 
[1942] to increase greatly the number of Medical Administrative Corps trainees 
per month. 

The committee believed that statements made by The Surgeon General’s 
representatives that the supply of such officers would equal demand by 1 Jan- 

20 Memorandum, The Surgeon General (Col. John A. Rogers, MC, Executive Officer), for Personnel 
Division, Services of Supply, 27 Apr. 1942. 
21 The Army Specialist Corps was composed of administrative, professional, scientific, and technical 


specialists who were “civilians in uniform” functioning under civil service. The corps existed less 
than a year, being abolished in late 1942. 
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uary 1943 were far too optimistic.?? As by that date only about 5,900 were on 
duty in contrast to the later peak strength of nearly 20,000, the committee’s 
belief seems justified (table 1). Actually, the Department did not have enough 
Medical Administrative Corps officers until nearly a year after the committee 
met; even then, the sufficiency lasted but a few months. 

Not all high ranking Medical Department officers agreed on the extent to 
which Medical Administrative Corps officers should replace those of the Medi- 
cal Corps. The commanding officer of the Medical Replacement Training 
Center at Camp Pickett, Va., was reported in 1942 as insisting that he “could 
not possibly” run his center “on a sound basis” with fewer than two and one- 
half or three Medical Corps officers per training company; this would have 
required either 10 or 12 for each battalion. At the same time, it was reported 
that the training center at Camp Barkeley, Tex., was operating with only three 
Medical Corps officers per battalion.** 

In 1948, the training center at Camp Grant, IIl., noted that young Medical 
Administrative Corps officers were rapidly replacing doctors and dentists, and 
that in most cases the replacement had proved very satisfactory. Whereas, on 
30 June 1942, 37 percent of the 383 officers at the center had been Medical Corps, 
25 percent Dental Corps, and 19 percent Medical Administrative Corps officers, 
a year later the percentage of medical and dental officers had fallen to 10 and 2, 
respectively, while that of Medical Administrative Corps officers had risen to 
73 in a total officer group of 423. 

In the fall of 1943—at a time when difficulties were foreseen in furnishing 
doctors to all the units and installations which The Surgeon General believed 
to be in need of them—General Kirk determined to effect a more widespread 
replacement. He decided to replace one of the two battalion surgeons with a 
specially trained Medical Administrative Corps officer to be known as battalion 
surgeon’s assistant and to make other substitutions of a similar nature.** A1- 
though fear was expressed that such substitution in the battalion was a real 
source of danger since it was “unquestionable that many such untrained officers 
will assume unwarranted diagnostic powers and seriously endanger the health 
of the soldier under treatment,” The Surgeon General disagreed with this belief, 
declaring flatly that the battalion surgeon’s assistant was not given that assign- 
ment to make diagnoses or to treat the seriously injured. “He is put in there 
to do the administration of the detachment, command the litter bearers and 
assist the battalion surgeon * * *.” General Kirk reasoned that since there 
had been no trouble in the hospitals with Medical Administrative Corps officers 
attempting to assume professional duties there was no reason to anticipate 


22 Report, Committee to Study the Medical Department, pp. 11, 38-39. 

23 Letter, 1st Lt. T. C. M. Robinson, Training Division, Office of The Surgeon General, to Col. 
Frank Wakeman, c/o Col. George M. Edwards, William Beaumont General Hospital, El Paso, Tex., 
13 Dec. 1942. 

24 Annual Report, Operations Branch, Military Personnel Division, Office of The Surgeon General, 
U.S. Army, 1943-44. 


REQUIREMENTS: 1941-45 81 


trouble in the units. Actually, although there may have been complaints 
against individual officers, the Office of the Surgeon, Army Ground Forces, was 
reported as stating that the work of the assistants had been very satisfactory.?¢ 

Fortunately, there were about 1,500 Medical Administrative Corps officers 
in replacement pools in the United States at the time The Surgeon General 
decided to use them in this way,”” and beginning in January 1944, they were 
ordered to school in successive groups at Camp Barkeley to be trained as bat- 
talion surgeon’s assistants. Ultimately (by May 1945), about 2,100 were grad- 
uated; °° in the later stages of the training program, recently commissioned 
Medical Administrative Corps officers were sent to the school. 

Tn addition to serving as battalion surgeon’s assistants, Medical Adminis- 
trative Corps officers came to be assigned to other positions formerly reserved 
for doctors. In November 1943, The Surgeon General proposed using them as 
registrars in hospitals. Some months later, the General Staff announced that 
they were to be preferred for assignment not only as registrars but as execu- 
tive officers in station and general hospitals both at home and overseas.”® The 
Surgeon General objected to making them executive officers of general hospitals 
on the ground that these officers must act for and in the absence of the com- 
manding officer and must have a professional appreciation of the proposals 
presented in order that the personnel of the hospital might be properly utilized. 
As a consequence, the General Staff omitted reference to the use of Medical 
Administrative Corps (also Pharmacy and Sanitary Corps) officers as execu- 
tive officers of general hospitals in the restatement of its policy in August 1944.°° 

There were other places in hospitals, however, where Medical Administra- 
tive Corps officers could relieve doctors. For example, in the later war years 
when the bed census in Army hospitals in the United States was running high, 
they were made ward property officers. In some hospitals, too, they came to 
serve as administrative assistants to the chiefs of the medical and surgical 
services.*! 

The extent to which Medical Administrative Corps officers were used in 
conjunction with Medical Corps officers in general hospitals of the Zone of 
Interior during the later war years is indicated by the table of suggested allot- 
ments published by the War Department in May 1944 (table 3). A similar 
situation came to prevail in other Medical Department installations as well; 
for example, in the replacement training centers, which late in the war were 
using large percentages of Medical Administrative Corps officers. 


2% Letter, Surgeon General Kirk, to Maj. Gen. Morrison C. Stayer, Surgeon, North African Theater 
of Operations, U.S. Army, 11 Sept. 1944, in reply to General Stayer’s letter of 3 Sept. 1944, in which 
General Stayer had reported the comments of one of his subordinate officers. 

26 Semiannual History of Medical Administrative Corps and Sanitary Corps, 1 Jan.—31 May 1945. 

27 See footnote 24, p. 80. 

28 See footnote 26. 

29 War Department Circular No. 99, 9 Mar. 1944. 

80 War Department Circular No. 327, 8 Aug. 1944. 

31 Annual Reports, William Beaumont General Hospital, 1944; Ashburn General Hospital, 
1944 ; and Fifth Service Command, 1945. 
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Figure 21.—Col. David E. Liston, MC, Deputy Chief Surgeon, 


Huropean Theater of Operations, U.S. Army. 


As late as 10 years after the war, there were differences of opinion among 
Medical Corps officers as to how completely Medical Administrative Corps 
officers had been able to perform certain duties previously performed by Medi- 


cal Corps officers and noncommissioned officers. 


General Kirk stated that 


regardless of the number of Medical Administrative Corps officers employed 
“there were never enough doctors to do the job properly” until V—E Day. 
Several other medical officers also expressed opinions based on their wartime 


TaBLE 3.—Numbers of Medical and Medical Administrative Corps officers 
for Zone of Interior general hospitals of various sizes 


suggested (1944) 


Medical Medical Ad- Medical Medical Ad- 

Number of beds Corps officers | ministrative Number of beds Corps officers | ministrative 
(number) Corvs officers (number) Corps officers 

(number) (number) 

L.OQQ0ESaariaoesss 35 24 POU se Ek ees 60 39 
TEC OSS ashe ae phen A ona 46 ON OU = oa Le 64 44 
1H 5 Een eee 50 Bo 4 OraUOs Ses 0 Shae 70 47 
2 OO0ES 2 wee Bue 55 SO | Nec 0 CC Ra acres eg 80 56 


Source: War Department Circular No. 209, 26 May 1944. 
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FigurE 22.—Col. Fred J. Fielding, MC, Office of The Surgeon 
General, U.S. Army. 


experiences. Col. David E. Liston, MC (fig. 21), Deputy Chief Surgeon, 
Kuropean Theater of Operations, U.S. Army, stated his belief that “the in- 
creased number of Medical Administrative Corps officers did not materially 
affect the requirement for doctors and did affect [that is, reduce] the require- 
ment for senior noncommissioned officers. Often the Medical Corps officer 
had to exercise an equal degree of supervision over the Medical Administrative 
officer to that exercised over his NCO previously.” On the other hand, Col. 
Fred J. Fielding, MC (fig. 22), stated that in the later war years tables of 
organization and equipment “were culled to eliminate MC positions of admin- 
istrative nature except for CO [commanding officer].”” He went on to state 
that when in 1944 Medical Administrative Corps officers were trained as 
battalion surgeon’s assistants “* * * this produced a direct replacement of 
many MC officers formerly required in a position not of administrative nature 
but related to the professional duty field.” Lt. Col. Paul A. Paden, MC, also 
favored using Medical Administrative Corps Officers where possible to relieve 
Medical Corps officers. He went so far as to state: “Except for training, 
there was no reason why other than a few Medical Department officers should 
have been assigned to any type of unit until just before its actual employment 
in a theater of operations.” He felt that even in combat the treatment should 
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have been minimal and that therefore a Medical Administrative Corps officer 
could easily have been a battalion surgeon’s assistant.” 


ARMY NURSE CORPS 


During the first months of the war, the Surgeon General’s Office made 
its estimates for nurse requirements and submitted them to the General Staff, 
which customarily accepted them. The ratio was approximately 6 nurses for 
1,000 overall strength. In September 1942, when the troop basis was raised to 
8,200,000, the Surgeon General’s Office transmitted to the General Staff a figure 
of 51,177 as its estimate of the nurses required to serve a force of that size.* 
On this occasion, the General Staff did not approve the estimate. Some time 
during the first 2 months of 1948, G-3 notified the Surgeon General’s Office 
that 51,177 was too high a figure and that the number was being held at 40,000 
(including physical therapists and dietitians), which had been previously 
authorized for the fiscal year ending on 30 June 1944. The nurse requirement 
was verbally agreed to by the Assistant Chief, Operations Service, Office of The 
Surgeon General, but neither the Nursing Division nor the Personnel Division, 
Office of The Surgeon General, nor the nursing authorities of the War Man- 
power Commission, were informed that the authorized figure was to be 
retained.** 

As a result, the Superintendent of the Army Nurse Corps (fig. 23) and 
various nursing organizations engaged in recruiting continued to assume for 
months that the War Department had authorized a quota of 51,000 nurses. 
Therefore, when the Superintendent heard that the budget contained provision 
for only 40,000 she refused to believe that the budget directive constituted a 
limitation and insisted that it would be impossible to operate with such a 
number. The nursing organizations also continued to use the goal of 51,000 
to impress the nursing profession with the critical need for recruits.* 

In a memorandum to the Commanding General, Army Service Forces, on 
18 December 1943, General Kirk argued that the ceiling figure of 40,000, which 
actually included not only nurses but physical therapists and dietitians, was 
far too small to meet the requirements of the 1944 troop basis. In reaching 


82(1) Letter, Maj. Gen. Norman T. Kirk (Ret.), to Col. John B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 12 Dec. 1955. (2) Col. David E. Liston, MC, to Col. John 
B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 5 Jan. 1956. (3) Letter, 
Col. Fred J. Fielding, MC, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical 
Service, 12 Dec. 1955. (4) Lt. Col. Paul A. Paden, MC, to Col. C. H. Goddard, MC, Office of The 
Surgeon General, 9 June 1952. 

33 At 6 per 1,000 of troop strength, the estimate would have been 49,200. The higher figure may 
have been set in order to provide for losses. 

34 Blanchfield, Florence A., and Standlee, Mary W.: The Army Nurse Corps in World War II. 
[Official record. ] 

8° (1) Haupt, A. C.: National War Nursing Program. Hospitals 17 : 26-30, April 1943. (2) “Have 
You Thought It Through, Private Duty Nurse?” Am. J. Nursing 43 : 522-523, June 1943. (Moreover, 
the Subcommittee on Nursing of the National Defense Council’s Health and Medical Committee, 
unaware of the true situation, used the prospective depletion of civilian resources as a lever to 
secure an authoritative place for the Nursing Supply and Distribution Service in the Procurement 
and Assignment Service.) 
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Figure 23.—Col. Florence A. Blanchfield, ANC, Superintendent 
of the Army Nurse Corps. 


this conclusion, he relied largely on the use of a ratio of 1 nurse to 10 fixed 
beds, the approximate ratio established for Zone of Interior hospitals and 
theater of operations fixed hospitals. 

G-1 of the War Department General Staff answered The Surgeon Gen- 
eral’s protest, but before doing so, it assembled further data on the subject. 
From the Inspector General, G—-1 obtained a report by Maj. Gen. Howard 
McC. Snyder, MC, the medical representative on the Inspector General’s staff. 
General Snyder cited a recent survey of 95 Zone of Interior hospitals which 
showed that they averaged 19 beds and 12.4 patients per nurse without con- 
sistently overworking the nurses; this was bolstered by a consideration of the 
facts which the War Department Manpower Board used to justify its estimate 
of Army nurse requirements for hospitals in the Zone of Interior; namely, 1 
nurse per 12 beds in general hospitals and 1 nurse per 12 to 1714 beds in station 
hospitals. General Snyder pointed out that only 30.6 percent of the patients in 
the 95 hospitals surveyed were bed patients, which reduced the amount of 
nursing care required. Taking this into consideration, and allowing for the 
dispersion of beds necessitated in part by the care of patients having communi- 


36 War Department Circular No. 306, 22 Nov. 1943. 
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cable diseases, he estimated that a 750-bed “cantonment hospital” would require 
40 nurses, or 1 nurse per 1834 beds. His general conclusion was that The 
Surgeon General’s estimate of 1 nurse per 10 beds was excessive and that the 
allotment of nurses for Zone of Interior hospitals should be reduced to 1 nurse 
per 1714 beds and for fixed-bed theater of operations hospitals to 1 nurse per 
15 beds. 

G-1 added some observations of its own, chiefly on the subject of how 
many fixed beds actually were required, and announced on 8 January 1944 that 
the ratio for Zone of Interior hospitals would be 1 nurse to 15 beds and for 
theater of operations fixed hospitals 1 nurse to 12 beds. The Surgeon General 
was to recommend reductions in allowances for Zone of Interior hospitals and 
in tables of organization to meet these ratios for the purpose of keeping within 
the 40,000 ceiling. G-—1 concluded that “the present ceiling of 40,000 nurses 
will amply meet the overall requirements provided the ratio of nurses to beds 
is decreased, convalescent hospitals established, and maximum use made of 
semi-skilled aides, civilians, and corpsmen to replace nurses.” The only con- 
cession The Surgeon General’s Personnel Service was able to secure was that 
physical therapists and dietitians, of which the combined total at that time 
was approximately 1,700, would not be lumped with the nurses but would be 
in addition to the 40,000 limit.* 

In response to this directive, The Surgeon General again entered a plea 
for the 1 to 10 ratio. He proposed, however, to retain the 40,000 ceiling “for 
the present” by filling all units in the troop basis with Army nurses at the 
existing table-of-organization figures—which would require 38,818 of the 
40,000—and supplementing those who remained in the Zone of Interior by 
civilian nurses so as to provide a ratio of 1 nurse to 10 beds. G-—1 rejected this 
proposal of 25 February 1944, “in view of the critical shortage of military and 
civilian nurses,” and a few days later, the Deputy Chief of Staff enjoined com- 
pliance with the original directive of 8 January.*® 

In a little more than a month, on 5 April 1944, General Somervell was 
able to report that this directive was being carried out—in part. The Sur- 
geon General had modified the tables of organization and also the allotments 
for Zone of Interior installations to provide the required ratios of nurses to 
fixed beds—1 to 12 and 1 to 15, respectively. As to maintaining the 40,000 ceil- 
ing, General Somervell referred to a study by The Surgeon General which 
showed that a total strength of 47,677 nurses was necessary to meet require- 
ments for 1944, taking into account the new ratios but not allowing for poten- 
tial requirements of 3,646 nurses “that can be foreseen at this time.” The fig- 
ure of 47,677 nurses required was arrived at as follows: 


87 (1) Memorandum, G—1, for Chief of Staff, 4 Jan. 1944, subject : Nurse Personnel Requirements. 
(2) Letter, G—1, to Military Personnel Division, Army Service Forces, to The Surgeon General, and 
to The Adjutant General, 8 Jan. 1944, subject : Nurse Personnel Requirements. 

88 (1) Disposition Form, G—1, to The Surgeon General, 25 Feb. 1944, subject: Nurse Personnel 
Requirements. (2) Memorandum, Deputy Chief of Staff, for Commanding General, Army Service 
Forces, 1 Mar. 1944, subject : Nurse Personnel Requirements. 
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Number 

required 

For general and station hospitals in Zone of Interior__.________________________ 113, 867 

Hor. tsed-bed theater or operations hospitals. _—__..-.-.-=- == 2 26, 031 
For other units, provided for in the 1944 troop basis: 

UPR Osspe eee OREE iceman cece ee nee a ee ee 1, 809 

PRO eaPNN SE CE Sie R i pee oe re se es Wee ee eee eh Ae 228 

PE UESCEUINEY SUE eIOTM br he OMI eee es a ee 420 

SOTIT TITS RMR LE Son Re Sn 6 ied Pa el RR De SD Enea ee seek Stk, 390 

PTT MGs EU S357) [1 CCG 001s 9 ey a 498 

POV EGE a GURL 02) 10 1) 1S SA tI Rl te aR ge 988 

Byvacustion Hosmenis.. semimobile i) ee a 2, 200 

fie RONG R NNCI IE DEE eh Ee mere rc ere eh Se eee 1, 746 

LEE) Si Bs ae Sa Be SERS a SR 47, 677 


1This number was calculated by applying the 1:15 ratio to 108,000 beds in station hospitals 
and 100,000 beds in general hospitals; total, 208,000 beds. Bed strength of station hospitals was 
arrived at by counting it as 4 percent of a 2,700,000 troop strength. 

2 This number was calculated by applying the 1:12 ratio to 312,375 beds, which were provided 
for in the War Department Operations Division troop unit basis. 


General Somervell added that at his instance The Surgeon General was 
continuing his studies to produce the greatest possible economies in the use of 
nurses, but it seemed clear to General Somervell that the existing ceiling of 
40,000 should be increased by at least 5,000. He therefore asked for a further 
authorization of 5,000 “to avoid interruption of the Nurse recruitment 
program.” *° 

On 28 April 1944, G-1 more than met General Somervell’s request by rais- 
ing the authorization for nurses to 50,000 where it remained until almost the 
end of January 1945. Meanwhile, The Surgeon General’s estimates of re- 
quirements ran considerably above that figure. In October 1944, his Strategic 
and Logistics Planning Unit forecast that by 31 December 1944 the need would 
rise to 45,869 and would remain at approximately that point until September 
1945.4° Early in January 1945, The Surgeon General raised the forecast to 
59,401 for June 1945 (table 4). 

The Surgeon General’s estimate was considerably higher than a forecast 
made about 2 weeks later by the Military Personnel Division, Army Service 
Forces, which placed the requirement at 55,722 nurses by 30 June 1945. On 28 
January 1945, the War Department General Staff virtually met this require- 
ment by raising the ceiling to 55,000. A week afterward, it added 5,000 to 
make the total 60,000. These increases came in the midst of public agitation 
concerning the adequacy of the nursing force and the necessity of a draft of 
nurses. As many as 60,000 nurses might have been needed if Germany had 
continued in the war beyond May 1945. With her defeat in that month, how- 
ever, the requirement for nurses rapidly diminished, and the problem became 
one of reduction rather than increase of the nursing force. 

®® Memorandum, Commanding General, Army Service Forces, for Deputy Chief of Staff, 5 Apr. 
1944, subject : Nurse Personnel Requirements. 


40 Memorandum, Director, Strategic and Logistics Planning Unit, for The Surgeon General, 24 Oct. 
1944, subject: Army Nurse Corps Requirements, Medical Department, U.S. Army. 
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TasBLe 4.—Proposed distribution of nurses, June 1945 


Authorized Bases for computation of |Nurse require- 
Units and installations beds (number) requirements ments 
(number) 
Table-of-organization units in troop basis: 
(ORETSC AR LS iio mec i A i Cie eat thie 437, 500 | table of organization_| ~- 34, 657 
Zone of dmtberior=)34 G2 ae eee Cisen;|seeo = °C Pc eer name es a ne eg 570 
Non-table-of-organization in Zone of 
Interior: 
(sOneras ROBDITAIG= ce ono oe ccen eee 165, 000 | 1 nurse per 15 beds_- 11, 000 
Convalescent hospitals____-.___...---- 50, 000 | 1 nurse per 30 beds__ 1, 667 
Regional and station hospitals________- 2 130, 000 | 1 nurse per 15 beds_-_ 8, 667 
IMiscellancouszs as22 Pare ts weet eee 575 
Miscellaneous: 
Theater of operations overhead_____--_- 265 
Pipenmes Pools, Sika .c5 csc eee 2, 000 
Totaloie 2 1ee eee eee Mae eas 59, 401 
1 Includes fixed and mobile beds actually overseas. 2 Estimated strength V-E Day-+-90. 


Source: Memorandum, The Surgeon General, for G-1, 4 Jan. 1945. 


DIETITIANS AND PHYSICAL THERAPISTS 


Early in 1943, after the dietitians and physical therapists had attained 
military status, Maj. Emma E. Vogel, WMSC, Superintendent of Physical 
Therapists (fig. 24), recommended a ratio of 1 physical therapist to 100 beds in 
Zone of Interior hospitals. She later was forced to lower the ratio when pro- 
curement failed to meet it.41 The number of physical therapists specified in the 
manning guide for 10 April 1943 * reflected this lowered ratio. Seven months 
later, on 22 November, a further reduction, for the same reason, was put into 
effect.*® The November reduction was drastic: for a 500-bed hospital, the 
number of physical therapists was cut from 4 to 2; for a 700-bed hospital, from 
6 to 3; and for a 1,000-bed hospital, from 10 to 5. Dietitians, on the other hand, 
did not undergo comparable reductions. The guide issued in April 1948 
allotted them to Zone of Interior hospitals at a considerably lower rate than 
physical therapists; for example, the 500-bed hospital was to have 3 dietitians, 
the 700-bed hospital 4, and the 1,000-bed hospital 5. The November guide, 
however reduced the allotment in only the larger sized hospitals—those of 
2,000- to 3,000-bed capacity—which were to have 1 to 3 fewer dietitians than 
formerly. The result was that from November 1943 onward the guide for 
general, station, and eventually regional hospitals provided for the same, or 
nearly the same, number of physical therapists and dietitians in proportion to 
a hospital’s bed capacity. This proportion was not changed, except for minor 
reductions in the largest hospitals,“ during the remainder of the war. The 

“Vogel, Emma E.: Physical Therapists of the Medical Department, United States Army. 
{ Official record. ] 

#” War Department Circular No. 99, 10 Apr. 1943. 


48 See footnotes 36, p. 85, and 41. 
4 War Department Circular No. 209, 26 May 1944. 
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Figure 24.—Maj. Emma E. Vogel, WMSC, Superintendent of 
Physical Therapists. 


new Zone of Interior convalescent hospitals, however, were to have from two to 
six times as many physical therapists as dietitians, according to the guide issued 
in June 1945,*° but the proportion of both was much smaller in relation to bed 
capacity than that allotted to other Zone of Interior hospitals. 

' The general and station hospitals for service overseas were provided by 
their tables of organization with fewer physical therapists and dietitians than 
were allotted to similar hospitals of like capacity in the Zone of Interior, and 
in 1943, even these few were reduced. Thus, in November 1943, the number 
of physical therapists in a 1,000-bed general hospital was cut from 5 to 3; in 
750- to 900-bed station hospitals, from 4 to 2; and in 500- to 700-bed station 
hospitals, from 3 to 1. The numbers and reductions of dietitians were the same 
as for physical therapists. In July 1944, dietitians in the 1,000-bed general hos- 
pitals were reduced from 3 to 2, and 5 months later, physical therapists in 750- 
to 900-bed station hospitals were reduced from 2 to 1. Evacuation hospitals 
(750-bed) retained one physical therapist from April 19438 to the end of the 
war.*® 


45 War Department Circular No. 170, 8 June 1945. 


46 (1) See footnotes 36, p. 85, and 42, p. 88. (2) T/O 8-550, General Hospital, 3 July 1944. 
and T/O 8—560, Station Hospital, 28 Oct. 1944. 
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Requests for authorizations of both physical therapists and dietitians were 
based mainly on the manning guides and tables of organization, but the authori- 
zations granted by the War Department usually fell below those requested by 
the Surgeon General’s Office. In September 1944, the latter asked for an 
increase in the ceiling for physical therapists from 1,000 to 1,464 and for 
dietitians from 1,500 to 2,000. In October, the War Department went no 
farther than 1,250 for physical therapists and 1,750 for dietitians. Next month, 
the Surgeon General’s Office responded by asking for an increase from 1,250 
to 1,700 in the authorization for physical therapists. This was disapproved in 
December, but at the end of January 1945, the War Department raised the 
ceiling for physical therapists to 1,500 and for dietitians to 2,000.47 

A further increase was sought in April 1945. Based chiefly on manning 
guides and tables of organization, the total requirement for physical therapists 
was 1,779 and for dietitians, 2,303, made up as follows: * 


Physical 
Dietitians therapists 

Zone.of Interior general nospitals == ee eee a ee ee 597 668 
Zone of Interior regional hospitals: 

Army Service Horees) 3222 oo ps i Se ee See ee 1538 124 

Army Air Wor Gessyee sie eee Si ee ae Ea ee ee 1338 90 
Zone of Interior station hospitals : 

Army - Service teMorces ee a a eee 233 121 

Army. Air  WQrice gs ee eee eet ee een 185 19 
Zone of Interior convalescent hospitals : 

Army Service WHGrees eke waka ee ec a ee ea ra es 40 101 

PASE TY PAU OT CEG Et ee Ae tas See PR 2 RA Ree RR ee ee 20 20 
PTESUTCLOLS chief eg eee Es Re Ee See ee ee ee eee 34 24 
Sureeon:-General’s)-Oiices 2) yes ee ae et a re oe ee 4 4 
TRAD UG OL ONG ATIIZA UIT SAIL US Soe a ae fg ee ee 862 DDT 
UsPArniyo Military micademy ey seges cs stiri ei eer Bs ses 2 ‘l 
Nonavailables : 

imnvtransit. and ain (personnel centers: 2 Pos Ue OS ere aa et 25 18 

Patients and personnel on terminal leave ____--_______________ 15 12 

Bota Sie Se Si see Oe eo ee aie eed Bee, See ie dae 2, 308 1, 779 


The Surgeon General requested ceilings a trifle lower than this computation 
called for; namely, 1,750 for physical therapists and 2,250 for dietitians. Six 
weeks later (830 May 1945), the War Department raised its total authorization 
for physical therapists to 1,700 and for dietitians to 2,150.4° By that time, 
Germany was out of the war. Moreover, during the following months, recruit- 


47 (1) Letter, Chief, Personnel Service, Office of The Surgeon General, to Assistant Chief of Staff, 
G-1, War Department, 14 Sept. 1944, subject : Request for an Increase in the Procurement Objective for 
Dietitians and Physical Therapists, AUS. (2) Letter, The Adjutant General, to Commanding General, 
Army Service Forces, 30 Oct. 1944, subject : Procurement Objective for Appointment of Nurses, Physical 
Therapists, and Dietitians in the AUS. (8) Quarterly Report, Physical Therapy Branch, Office of The 
Surgeon General, U.S. Army, 1 Jan.—31 Mar. 1945. (4) Diary of Personnel Service, Office of The 
Surgeon General, for week ending 3 Feb. 1945. 

48 Memorandum, The Surgeon General, for Assistant Chief of Staff, G-1, 16 Apr. 1945, subject : 
Requirements for Dietitians and Physical Therapists. 

“Letter, The Adjutant General, to Commanding General, Army Service Forces, 30 May 1945, 
subject : Requirements for Dietitians and Physical Therapists. 
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ment did not succeed in increasing actual strength above 1,580 for the dietitians 
and 1,300 for the physical therapists (table 1). 


ENLISTED MEN 


In 1940, the quota for the enlisted strength of the Medical Department 
was raised from the 5 percent of total Army strength, established by the 
National Defense Act of 1920, to 7 percent or more, at the discretion of the 
War Department, in case of emergency. This quota remained throughout the 
war. The lowest percentage in the period 1942-43 was 6.8; the highest, 7.5. 
After August 1944, it never rose above 7 percent; and between October 1944 and 
August 1945, it fell steadily from 6.9 to 6.1 (table 1). 

At the end of December 1944, the Enlisted Branch of the Surgeon General’s 
Office observed that for some time it “had acknowledged that there was sufficient 
enlisted personnel, such as it was.” At this time, total Medical Department 
enlisted strength was 541,650 (table 1). By the end of March 1945, strength 
had decreased to 533,044, but the decline was not considered dangerous since 
it was caused “mainly by the deactivation of a number of T/O units.” Two 
months afterward (31 May 1945), although Medical Department enlisted 
strength had fallen still further—to 524,332, of which 377,231 was overseas 
(table 5)—the enlisted personnel situation was described as “the best it has been 
for some time.” *° 

Manning guides and tables of organization provided a basis for estimating 
the enlisted requirements, as they did in the case of other personnel. Guides for 
station hospitals in the Zone of Interior were issued in April 1941, December 
1942, and May 1944. A comparison between the first and last of these will 
show the extent to which enlisted personnel were reduced in all except the 
1,500- and 2,000-bed units : * 


Enlisted requirement 


Table-of-organization bed capacity: April 1941 May 1944 
Po S(] Sat AS SRE RT ne (Sis ane ead sean, | iene ene 150 a 
07) ete aes La AY RS ae Dy 8 ee £5 157 
G7] 2 Ng Ce Sod aes LO eee 6 ee 200 180 
71) | a miea EE We ge Lo a ec ee al RE 225 198 
Oper eet ene Se aA Oe ER cle 250 222, 
OlMbse eee Se ae eT ee iit 275 239 
a ye te ak 325 292 
FOO ieee ee Se eet 2 eas Bie re Pee oe 370 341 
(AG a = ens dfs pe i ie 2.5 SY A Oe Oe 390 368 
£31] 2 eS Se MES EE CES One pee See ev eS NE 410 383 
vil] eee oe Caen NGS AE aR Oe SoM AGT Ee et ee Oe 455 422 

SPEC ONp semnerne CE C8 IE BER) eS ee 500 458 
DC ot 2a pat al he GE 700 706 
SEO MN eters eos rs fae 900 912 


50 Quarterly Reports, Enlisted Personnel Branch, Personnel Service, Office of The Surgeon General, 
U.S. Army, for periods ending 31 Dec. 1944, and 31 Mar. 1945, and for 2 months ending 31 May 1945. 

51 (1) Mobilization Regulations No. 4-2, Change No. 1, 9 Apr. 1941. (2) See footnote 44, p. 88. 
(8) Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone of 
Interior. United States Army in World War II. The Technical Services. Washington: U.S. Govern- 
ment Printing Office, 1956. 
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TaBLE 5.—Medical Department enlisted strength, worldwide and overseas, 31 July 1941-30 
September 1945 


Date and area 


31 July 1941: 
Worldwide___-__- 
Overseass 22 2-2 

30 Nov. 1941: 
Worldwide_-_-_-_- 
Overseas__.____- 

31 Mar. 1942: 
Worldwide_-_-__- 
(OVETSCRS 2 

30 June 1942: 
Worldwide___-__- 
Overseas. 2 

30 Sept. 1942: 
Worldwide__-_-_-_- 
Ovorsease -25—— 

31 Jan. 1943: 
Worldwide----_-_- 
Overseas.2L2- Pee 

30 Apr. 1943: 
Worldwide-_--_-_-_- 
Overseas... ___- 

31 July 1948: 
Worldwide-__-_-_-_- 
Overséasse:2. us 

31 Oct. 1943: 
Worldwide_-_--_-_- 
Overseas___--_-- 

31 Jan. 1944: 
Worldwide-_---_-_- 
Overseaso sooo 

30 Apr. 1944: 
Worldwide__-__-_- 
OVerseasosess= us 

31 July 1944: 
Worldwide__--_-_- 
Overseas 2226 Jae 


Army enlisted strength 


Number ! 


1, 422, 158 
128, 476 


1, 523, 116 
154, 938 


2, 235, 113 
306, 638 


2, 867, 762 
565, 384 


3, 670, 954 
768, 165 


5, 370, 755 
1, 036, 329 


6, 147, 248 
1, 288, 913 


6, 467, 436 
1, 634, 890 


6, 625, 157 
2, 054, 499 


6, 792, 871 
2, 580, 104 


7, 042, 116 
3, 251, 857 


7, 191, 703 
3, 716, 742 


See footnotes at end of table. 


Percentage 


of total 


Army 
strength 2 


92. 
94. 


92. 
93. 


93. 
93. 


93. 
94. 


92. 
93. 


92. 
92. 


91. 
92. 


90. 


v1.9 


90. 
91. 


89. 
91. 


89. 
91. 


89. 
90. 


Medical Department enlisted strength 


Number 3 


106, 662 
4, 301 


108, 674 
6, 580 


169, 627 
15, 512 


209, 952 
35, 252 


283, 331 
48, 547 


417, 307 
72, 263 


499, 657 
92, 446 


529, 360 
114, 162 


507, 611 
146, 959 


515, 124 
196, 696 


532, 771 
248, 003 


558, 828 
284, 791 


Reroeetaee 


(9) 
worldwide 
Medical De- 
partment 
enlisted 
strength 


Percentage | Percentage 

Rate per| of Army of total 
1, 000 enlisted |MedicalDe- 
troops‘ | strength partment 
strength 5 
ae dD 83. 8 
Blan 2 ae 81. 5 
Oe ies (Se 81. 6 
39. 8 4 82. 3 
Ser ation es 126 84. 3 
47.3 DW FA eS) 
rote WS5S 82.8 
58. 6 6. 2 82. 4 
2, Ss Tal 81. 1 
59. 0 bo S20 
Maas “Zs 83. 9 
69. 7 7200 82. 1 
ede ee oh! 84. 9 
66. 1 ¥ fe Siw 
Jelepte ar: 8. 2 84. 3 
64. 2 ris 81. 8 
Bee ae fa $2. 5 
65. 6 Be Sie. 
epi Aid 4.6 81.9 
69. 9 7.6 82. 3 
Dye csp ee 6. 8 81.8 
69.8 1.6 82. 5 
Peles rete 7.8 82. 2 
69. 9 CE 82. 8 
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TaBLe 5.—Medical Department enlisted strength, worldwide and overseas, 31 July 1941-30 
September 1945—Continued 


Army enlisted strength Medical Department enlisted strength 


Percentage 
Date and area Percentage of Percentage | Percentage 
of total worldwide |Rate per} of Army of total 
Number ! Army Number? |MedicalDe-| 1,000 enlisted |MedicalDe- 
strength 2 partment | troops‘| strength partment 
enlisted . strength 5 
strength 

31 Oct. 1944: 
Worldwide___-__- 7, 204, 580 88.9 | 562, 796 10020. be 81.9 
Chyerseds. 2 i) 4, 225, 564 91.2 | 324, 711 Bits | OHO 83. 0 

31 Jan. 1945: 
Worldwide_____- 7, 139, 700 88.5 | 537, 303 LOOSE eae = 80. 5 
Overseas-_-_-_---- 4, 678, 043 91.3 | 357, 567 66.5 | 69.8 83. 2 

30 Apr. 1945: 
Worldwide------ 7, 274, 779 88. 2 | 532, 029 LOO Osi fees hc 79. 1 
Overseas_._..._- 4, 974, 051 91.2 | 385, 296 t2eA4s), 71.9 83. 1 

31 May 1945: 
Worldwide_____- 7, 305, 854 88.1 | 524, 332 LOO. On |e oot 78. 6 
Overseas.______- 4, 925, 323 01. 1 |.377, 231 71.9 | 69.8 82. 9 

30 June 1945: 
Worldwide_--_-_-_- 7, 283, 930 88.1 | 521, 282 LOOK Os [eas ks 78. 4 
Overseas... .= 4, 783, 503 91.3 | 367, 844 70.6 | 70.2 82. 9 

31 July 1945: 
Worldwide__----- 7, 200, 220 87.9 | 514, 511 LOO; Ot (as 78. 0 
Overseas____-__- 4, 491, 271 91.2 | 350, 056 685-0) | 75 1 83. 0 

31 Aug. 1945: 
Worldwide_---_-_- 7, 040, 446 87. 7 | 493, 209 LOOF Osi. & Mad 
Overseas____---- 4, 214, 725 91.2 | 311, 047 63. O5)-67-3 82. 5 

30 Sept. 1945: 
Worldwide-_-_--_-_- 6, 598, 986 87.2 | 454, 989 FOO, Of [aco 76.0 
Overseas 22.) 2 z 3, 788, 062 91.1 | 273, 049 60: 01.) 265. 7 82. 4 


1 Male personnel only. All data are from ‘‘Monthly Strength of the Army, Continental United States,’ and 
“Monthly Strength of the Army, Foreign and En Route,” in ‘‘Strength of the Army,” 1 Oct. 1945, pp. 58-59, with the 
following exceptions: Oversea data for 31 March 1942 are from sources of corresponding data listed in table 31, footnote 2 
(see the cited footnote for the reasons for the substitution); worldwide data for 31 March 1942 are oversea strength as shown 
here plus male enlisted strength for the same date reported in ‘‘Monthly Strength of the Army, Continental United 
States,” cited above; data for 31 July 1944 are from ‘‘Strength of the Army” for the same date and exclude personnel 
unaccounted for by commands (such personnel are included in the male enlisted strength for oversea areas (3,734,062) 
reported in ‘‘Monthly Strength of the Army, Foreign and En Route,” cited above, but are excluded from this table since 
the number of medical personnel among them is unknown). 

2 For total Army strength, see table 31. 

3 Worldwide strength for July and November 1941 from “Strength of the Army’ for corresponding dates; for other 
dates, from table 1 (SGO data). Oversea strength from sources shown in table 31, footnote 3, for pericd prior to September 
1942 and for April 1944 in part, from ‘‘Strength of the Army” in aJl other instances. 

4 For troop strength, see table 31; for worldwide rates, see table 1 (SGO data). 

5 For total Medical Department strength, see table 31. 


PERSONNEL 


94 


09 69 
46 ‘19 
99 “249 
8G ‘89 
G9 "89 
GS 69 
€€ ‘OL 
O8 ‘TL 


| 
| 


00T ted [euuossed [v30,7, 


P82 ‘% 
Gies 
0€0 ‘Z 
Oe ‘tT 
prey 
ere ‘T 
Cc ‘T 
STZ 


jouuosied [840,], 


162 ‘2 
ZS6 ‘T 
€¢9 ‘T 
€8e ‘T 
960 ‘T 
G96 
8&8 
8g¢ 


uel pojsI[Uy 


*SISBq OUO-1OJ-OU0 B UO ATUO ope oq UOTNITYSGNs YY} PoNbed ‘CHET “AVIA BT ‘L8 “ON AvpNaITO 
qUoUTABdoCy IV AA [UN poureygo SI, *po}JTULtod sv.M S[seq OA\4-L0J-001Y} B UO UOU Po}S|[Uo LO] SURITLATO JO UOTINIVSGNY “FEET ABI 9Z ‘60S ON AL[NAATO JUoUTy.Rdacy IBAA :9d.1NOg 


nn 


€6F | 6 g L & G v g él vi L9G | G 6 £¢ 
Lov | 2 i g & G & & OT Gl GEG | % L LV 
LLE | L ¥ g & G G & 6 Ol 00G | @ 9 TV 
PGE | 9 & v G i G G 8 6 LOI | @ g 6E 
LLG | 9 & v G if G G L 8 eet | S 96 
L¥G | G & Vv G i G G 9 L Ait g &E 
Zié | & G & I I I G 9 L OOT | I Vv 0& 
O9T | & G G I i i T a 9 L9 i v VG 
wa ' m 
ics be wat Oa Me Rh “Yal li acer e met ie fee 
Sloe| Se wise Peele el oe pole guise Cle ore 
S100 TO 


1G 
61 
OF 
al 
ai 
6 


I~ © 


sdiog [viueq 


sdiop yeorpayy 


enna | 
Geena | s | 


speq pezioyyne 
jo JoquinN 


L01qUT fo auog ‘spjidsoy joLaUab pawpu ur jauuossad fo uoynzyyn sof apiny—'9 AIAV J, 


REQUIREMENTS: 1941-45 95 


As for the Zone of Interior general hospitals, The Surgeon General in 1942 
instructed them to use the table of organization for oversea general hospitals 
as their guide. This table provided for 500 enlisted men in a 1,000-bed hos- 
pital. A guide specifically for Zone of Interior general hospitals was issued 
at the end of 1942 and a new one in May 1944. The latter allotted from 558 
enlisted men for a 1,000-bed hospital to 2,291 for a 4,000-bed hospital (table 
6). The new guides for both general and station hospitals permitted the re- 
placement of enlisted men “by similarly qualified civilians generally on a three- 
civilian for two-enlisted-men basis” because of the disparity in working hours. 
The guide for Zone of Interior convalescent hospitals, issued in June 1945, also 
permitted the replacement of enlisted men by civilians, but made no reference 
to ratios. It allotted from 200 enlisted men for the 500-bed hospital to 1,400 
for the 6,000-bed hospital (table 7). It will be noted that in these guides the 
ratio of enlisted men to bed capacity was much lower in convalescent hos- 
pitals than in station hospitals, and lower in the latter than in general hospitals. 

Successive tables of organization for oversea units, like the manning guides 
for Zone of Interior installations, showed reductions in the number of enlisted 
men during the war period, as is illustrated in the tables for various types of 
hospitals and for the medical detachment of the infantry regiment (tables 8 
and 9). 

The total requirement for personnel in table-of-organization units of all 
types appeared in the troop basis issued from time to time by the War Depart- 
ment. An analysis of the troop basis for 1 October 1944, prepared by the 
Surgeon General’s Office, showed the distribution of Medical Department 
personnel among table-of-organization units of the ground, air, and service 
forces at the actual strength on 30 September 1944 and at the strength planned 
on 1 October 1944 for 31 December 1944 and 30 June 1945. The distribution 


TaBLE 7.—Guide for utilization of personnel in convalescent hospitals, Zone of Interior 


Officers 
on ne ee Total 

Number of Enlisted | Total | person- 

authorized | Med- Medical} Sani- | Hospi- | Physical} Chap- men | person- | nel per 
beds ical | Dental) Admin-| tary | tal di- | thera- lain | Warrant} Total nel 100 beds 

Corps | Corps | istrative} Corps | etitians| pists | Corps | officers 
orps 

HOOS = hr 1S 5 30 1 1 2 iF As 52 200 252 50. 4 
£;000°<-- |. 20 5 50 1 1 4 1 i 83 323 406 40. 6 
1,5002-2_|. 24 6 60 1 if 5 2 1} 100 428 528 35. 2 
206023 _)~"28 8 68 1 1 6 2 SS) ie bt 15" 529 644 32, 2 
2 50022 2)u 3o4 10 80 i] 2 a 3 L-7=1gs 649 787 5590 es, 
3,000____| 40 IZ 91 1 2 fs 3 2 | 158 768 926 30. 9 
4,000___.| 50 16 109 1 2 8 3 2} 191 958 |1, 149 28. 7 
000-22). 63 20 130 1 3 10 4 3 | 234 |1, 203 |1, 437 28. 7 
6,000____| 74 24 146 it By 12 4 3 | 267 |1, 400 |1, 667 27.8 
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of Medical Department enlisted personnel presented in this analysis was as 
follows: °° 
Planned 
strength, 
Actual for 31 Dec. 
strength, 1944 and. 


30 Sept. 30 June 
Army Ground Forces: 1944 1945 
Combat and commiunicarions Zones. 242 = ewe 166, 935 164, 664 
Tone ot Wnterior es wee sw a. see es Pe i 807 943 
SOTO] Ses ee ae neers ce re oT ape Ne 2S a, ee 167, 742 165, 607 
Army Air Forces: 
Combat and communications zones__-~_.-+____.___.-_-~-== 24, 709 25, O12 
BFA UTNE IN OV lel G 6 Ee 95 6) See eaten ests EE es ee a eee et eee ya pla bré 193 
ARVO rer Mapes ON eo ep ces eee ie 24, 826 25, 204 
Army Service Forces: 
Combat and: communications zones_.—-=--==_ 2 = ee 180, 250 217, 904 
ZAGNOUOT: UCT OT a2 ae eee ae eh ee 1, 656 816 
LA Woy rei) ieee get ae NE See Soe SI A es Seer eee ree Cia ere 181, 906 218, 720 
Cael 1 6Y0 Bm 0) rer We see ae ee eR” AO = A Pee eee nN ee eee 374, 474 409, 531 


TABLE 9.—Table-of-organization changes in the medical detachment of the infantry regiment 
(T/O 7-11), 1938-45 


War strength Medical Dental Medical Ad- | Enlisted men 

Date of regiment Corps Corps ministrative in medical 

Corps detachment 
6 Deca lOs8. 2:2 Sie eeu See 2, 542 8 3 rare eee 96 
Nia Oa 0 Ls Se ae ee 2, 776 8 Bs] eis Does 96 
TWNOCEAI O80 3. ke Je ee ee oe 3, 449 8 Be Neko ke 96 
if Avorn 942 2 02 sea a. Ba Sele 3, 472 8 pl ee a aol 126 
dt Miate VO43te eat & Se 2 eae 3, O88 a Dees oS ee 103 
26 Heb. W944. 3. 5b Ban 2 ee 3, 257 7 Ps (Obes aii er ee 126 
30 June: 1944). = es Boe ee 3, 207 5 2 3 126 
Dine 94). ee Se ee ee 3, 697 5 2 3 126 
Ose pu. U940. 2 see. Bee Oe oe 3, 697 5 2 3 136 


52 Letter, Military Personnel Planning and Placement Branch, Military Personnel Division, Office 
of The Surgeon General (Lt. Col. Fred J. Fielding), to Director, Military Personnel Division, Office of 
The Surgeon General, 1 Dec. 1944, subject: War Department Troop Basis as of 1 October 1944. 
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ENLISTED WOMEN 


The establishment of a requirement for enlisted women—members of the 
Women’s Army Corps (usually called Wacs) *—evolved during the course of 
1942. The Surgeon General rejected the idea of adding them to the hospital 
complements when it was first broached in the spring of 1942. His objection to 
taking them was that it would interfere with the employment of civilians and 
the training of enlisted men and would cause difficulties in the way of housing 
and recreation. His opinion changed as a result of pressure from various 
sources before the end of 1942—the insistence of the General Staff and Services 
of Supply headquarters that all services should make use of Wacs in order 
to release more men for combat duty, the recommendations of the Committee 
to Study the Medical Department that Wacs could supplement the supply 
of nurses, the difficulty of enlarging or even maintaining the civilian staffs, 
and the trend of thought in his own Office and among hospital commanders. 
Accordingly, after proposing a test at two hospitals, which could not be carried 
out because WAC personnel were not available, he appointed a board in Jan- 
uary 1943 to consider the matter and asked for reports from the service 
commands, the Air Forces, the Transportation Corps, the Military District of 
Washington, and the Army Medical Center on the possibilities involved. 
While not all hospital commanders were favorable to the use of Wacs, Serv- 
ices of Supply hospitals of 600 beds or more estimated that Wacs could re- 
place from 30 to 50 percent of their enlisted men; the Air Forces planned to 
make use of Wacs in hospitals having a capacity of as few as 200 beds. On 
this basis, The Surgeon General’s board calculated that more than 10,000 
Wacs would be needed in the hospitals. The Surgeon General sent the serv- 
ice commands tabulations of WAC personnel for hospitals to be used in making 
up anticipated requisitions. Before the matter could be carried further, a 
falling off in WAC recruitment caused WAC headquarters to notify The Sur- 
geon General in June 1943 that he could expect only 150 to 175 women a month 
for training, beginning in September. The use of large numbers of Wacs 
in hospitals therefore had to be postponed. 

Late in 1943, when medical installations were requisitioning these women, 
the Deputy Surgeon General wrote that the Medical Department could employ 
all of them who could be made available, “in fact,” he declared, “the entire 
WAC organization could be utilized in order to release male military operating 
personnel.” °** Several campaigns to recruit members of the Women’s Army 
Corps for employment as Medical Department technicians (fig. 25) ensued 
during 1944 and 1945, one setting its quota as high as 7,000. This quota was 
met. 


53 For convenience, the later title of this organization will be used here. Its earlier title (until 1 
July 1943) was “Women’s Auxiliary Army Corps.” 

5t Memorandum, General Lull, for Commanding General, Army Service Forces, 27 Dec. 1943, 
subject: Reduction of Military Operating Personnel, Army Service Forces. 
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Figure 25.—Members of the Women’s Army Corps learning from Army 
nurse how to change surgical dressing. 


CIVILIANS 


No formula was established for computing the total number of civilians 
required for Army medical service in the Zone of Interior until the establish- 
ment of bulk authorizations in June 1943.°°> Before then, the number of civil- 
ians who could be employed was unrestricted except through the allotment of 
funds. Under the new system, the permitted number varied inversely with 
the number of military personnel authorized. 

Large numbers of civilians were used throughout the war as substitutes for 
military personnel in many kinds of work. The process of substitution was 
intensified during the later war years when the Medical Department had to 
move large numbers of officers and enlisted men out of its installations in the 
United States for service overseas. As the number of enlisted men remaining 
was more than ever inadequate to meet all demands, Medical Department au- 
thorities could hardly repeat their earlier protests against the free substitution 
of civilians in their installations with any prospect of being heeded. At one 
time (May 1944), the General Staff permitted the substitution of. civilians 
in hospitals for enlisted personnel on a three-for-two basis (taking account 
of the civilians’ work day of only 8 hours as against that of 12 for enlisted 
personnel) ; in 1945, however, the General Staff ordered that substitutions be 


® This section deals only with developments in the Zone of Interior. Of necessity, there was no 
requirement for civilians in oversea theaters. They were used if they were available but could not 
be counted on in advance. Oversea use of civilians is therefore treated under “Procurement” in 
chapter VIII. 


REQUIREMENTS: 1941-45 101 


FIGURE 26.—Nurses’ aides, Camp Fannin, Tex. 


made on a one-for-one basis. °° This one-for-one rule handicapped commanders 
of hospitals and other installations which operated for more than 8 hours a day. 

Civilians employed in Medical Department installations represented all 
grades of skill, from the janitor who kept the floors of a hospital tidy to the 
highly specialized medical or surgical consultant. Technical positions, includ- 
ing those of dental hygienists and laboratory technicians, were more difficult 
to fill than those demanding less skill. As male help became scarcer, large 
numbers of women were employed. For example, in 1943, when many enlisted 
men were withdrawn from installations for shipment overseas, the commander 
of Percy Jones General Hospital, Mich., reported that he had elicited the help 
of the families of military personnel. * 

In the nursing field, Army nurses were supplemented by civilian nurses’ 
aides (fig. 26), both paid and volunteer; by cadet nurses, who were students 
receiving part of their training in Government hospitals, in the course of which 
they rendered nursing service and on graduation accepted employment as full- 
fledged nurses in one branch or another of the Federal hospital system; and 
finally, graduate nurses who for one reason or another could not meet the 
qualifications of the Army Nurse Corps but who could meet the qualifications 
of the Civil Service Commission. ** 

58 (1) See footnote 55, p. 100. (2) War Department Circular No. 87, 19 Mar. 1945. 


57 Annual Report, Percy Jones General Hospital, 1942. 
58 See footnote 34, p. 84. 
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Occupational therapists also were employed as civilians throughout the 
war by the Medical Department. 

The Army Specialist Corps, as already mentioned, during 1942 furnished 
a limited number, possibly about a hundred, of administrative, professional, 
scientific, and technical specialists. In late 1942, the Secretary of War decided 
that it was not feasible to have two uniformed services and abolished the corps, 
permitting its members to the extent practicable to apply for commissions in 
the Army of the United States.*® 

Although some difficulties and complaints arose concerning the use and 
performance of civilian employees in the Medical Department, certainly thou- 
sands of intelligent, hard-working, and responsible civilian employees were 
to be found in its establishments. It is even more obvious that whatever draw- 
backs the use of civilians involved, the Medical Department would have been 
quite unable to carry its load without their assistance. 

While Red Cross workers in Army hospitals were not regarded as making 
up deficiencies in the supply of military personnel, at least not in the same 
sense as were civilians hired for that purpose, they performed a variety of 
services in connection with the care of patients, for which they received no 
pay from the Government. The Medical Department had reason to be grateful 
for the contributions these workers made to the well-being of its patients. 


ADDITIONAL UNIT REQUIREMENTS OVERSEAS 


Additional requirements overseas ® were based on four factors: (1) Losses, 
both physical or administrative; (2) additions to non-table-of-organization per- 
sonnel; (3) reorganizations of table-of-organization units; and (4) shortages. 


Losses 


An individual was officially recognized as a physical “loss” to his unit 
when the unit was notified of his death, capture, internment in a neutral coun- 
try, absence without leave for an appreciable period, or hospitalization. The 
unit could then request a replacement. The question as to whether a hospital- 
ized soldier should remain on the rolls of his unit was resolved in the light of 
the amount of time it was believed that the unit could operate efficiently without 
the services appropriate to his position. A difference necessarily existed be- 
tween units functioning in forward areas and those operating in the rear. 
Under combat conditions, a unit could not afford to wait any appreciable period 
for the return of an individual, and its right to replace him arose simultane- 


59 Memorandum, Secretary of War, for Director, Army Specialist Corps, 31 Oct. 1942, subject: 
Disposition of the Army Specialist Corps. 

6 Unless otherwise indicated, this section is based on (1) Annual Reports, Surgeon, European 
Theater of Operations, U.S. Army, 1943 and 1944, and (2) Administrative and Logistical History of 
Medical Service, Communications Zone, European Theater of Operations, U.S. Army, chs. IV and 
X. [Official record. ] 
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ously with his hospitalization.** In July 1944, this situation was given official 
recognition when the War Department in effect directed that troops in combat 
areas officially designated by the theater commander be dropped from the rolls 
of their units immediately upon hospitalization. For most personnel whose 
hospitalization originated in locations not designated as combat areas, the as- 
signment to the original unit was to be severed only after completion of 60 days’ 
total hospitalization.” 

Administrative losses occurred when table-of-organization positions were 
vacated by the transfer of individuals to other assignments within the unit or in 
other units or when they were separated from the military service altogether 
for reasons wholly within the control of the Army. From the middle of 1948 
on, rotation was still another cause. Even if the vacancy were filled by reas- 
signment or promotion, another vacancy was thus created. 


Non-Table-of-Organization Allotments 


The War Department recognized the need for oversea personnel beyond 
that shipped in units from the Zone of Interior and therefore established a 
“non T/O allotment” for each theater. In the European theater, the amount 
of personnel authorized for the medical service out of the non-table-of-organi- 
zation allotment during 1943 and 1944 was as follows: 


1 April 19438: 
BR a a ka 1, 143 
Suneces incense, warrant, oficers). ho 281 
nner ene ene ane oo Peea Stk St Sd NS ee ee 862 
1 September 1948: 
a RR ee ee SE en ee hee eter: Reet See) set ine LYN 1275 
Seen GiNelMOMNC Warrant OflCers) 2-8 fs) ee 390 
PT DSTES jue peer pl ails ape ee SM Ai See 20s SANT 7 6, A cana ee eee 885 
1 April 1944: 
a) oS SES Se By cae ene eee es Me he Bt et ae Bh Od ROME ES A ECS SMe hl ks Oe eee SES Mee oe 1, 710 
aicots. (IBGLHOMe Warrant OMCers igo oo Se Bo ee eee Ieee 362 
PUM Nar SCH r eter tyke AE Fn ee ee ne A 1, 348 
6 September 1944: * 
eer ren Demet see esate Dees Ds SEE DED ie Bie LS PS Sek Sele hes oo ee ee ee 1, 403 
ericera) (ineludine |} warrant) officers): jeut cess es ee sek et 416 
LUTEUS GS Se ee ea Re AC a ee ae OL 3a, ee ee eer OEE Br 987 


1This date is only approximate, the authorization being fixed about the time Headquarters, 
European Theater of Operations, U.S. Army, was established in Paris. 


In relation to theater medical strength, the authorization for 1 April 1943 
amounted to 10.86 percent; that for 1 September 1943, to 6.05 percent; 1 April 
1944, to 1.54 percent; and 6 September 1944, 0.83 percent. During 1944, the 


61 In the European theater, units engaged in combat were authorized in November 1944 to include 
in their daily replacement requisitions a statement of anticipated losses for a period of 48 hours 
after the requisition was made as a basis for provision of replacements. 

62 War Department Circular No. 280, 6 July 1944. 
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number of Medical Department personnel actually assigned to non-table-of- 
organization establishments, including, besides the offices of the Theater Chief 
Surgeon and base section surgeons, two central dental laboratories, the supply 
depots, and other installations, declined from about 4 percent of the total 
number of medical personnel in the theater to less than 1 percent. 


Additional and Reorganized Table-of-Organization Units 


In some cases, the Zone of Interior failed to provide the oversea theaters 
with a sufficient number of table-of-organization units to meet the require- 
ments. It was therefore necessary to set up such units locally and to provide 
them with personnel. In the early part of 1945, for example, the War Depart- 
ment authorized the European theater to activate 11 medical teams, each with 
a strength of 10 men; 34 mess teams, each with 4 men; 23 dental prosthetic 
teams, each with a similar strength; and 2 optical repair teams which required 
an aggregate of 9 men.® The establishment of newly activated table-of-orga- 
nization units in the Southwest Pacific Area in late 1944 was one of the factors 
which created a large number of vacancies for dental officers in that region.” 

An increase in the authorized size of a unit after it had arrived in a theater 
of operations also made it necessary for authorities within the theater to pro- 
vide it with additional personnel. In 1943, several small station and general 
hospitals arriving in the United Kingdom were rerated as larger units. This 
required additional personnel. Additional personnel also were required in 
certain units in the North African theater through augmentation in size of 
all 1,000-bed general hospitals by 50 to 100 percent.®° For example, the 6th 
General Hospital, by an increase of its authorized bed capacity from 1,000 
to 1,500 beds in mid-1944, witnessed an expansion of its authorized enlisted 
strength from 500 to 562 men.*® When patients in excess of the table-of-orga- 
nization bed capacity of certain hospitals in the Seine Section were hospitalized 
in these installations during January—March 1945, augmentation of the nurs- 
ing personnel became necessary wherever this took place. Revisions of tables 
of organization that established additional authorizations for personnel, such 
as dental and medical administrative officers, likewise compelled theater medi- 
cal authorities to look for the personnel with which to fill these slots. As one 
example, the revision of Table of Organization 8-560 on 28 October 1944 
created 326 new medical administrative officer posts in oversea station hospitals. 


6 For the table-of-organization strength of the units mentioned see ‘“Medical Department Service 
Organization,’ T/O&E 8-500, 23 Apr. 1944. 

64 Hssential Technical Medical Data, U.S. Army Forces, Far East, for December 1944, dated 15 
Feb. 1945. 

% Logistical History of North African-Mediterranean Theater of Operations, U.S. Army, pp. 291— 
294. [Official record. ] 

6° Historical Report, 6th General Hospital, Mediterranean Theater of Operations, 22 Oct. 1944. 
(Official record. ] 
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Shortages 


Another factor which created a need for personnel to fill vacancies over- 
seas was the practice dating from the spring of 1944 of sending table-of-orga- 
nization units abroad short of their full complements of medical personnel. In 
the latter part of that year, many general hospitals were sent to the European 
theater with only 16 Medical Corps officers in each; field units likewise were 
dispatched without their full complement of such officers. One justification for 
this procedure was that by this time the theater already boasted an ample 
supply of specialist personnel who could be assigned to these understaffed 
units, but there continued to be shortages outside the specialties. During June 
and July 1944, the European theater received 12 general hospitals, each of 
1,000-bed capacity, without their nurse complements (table 10). 


TaBLeE 10.— Medical Department overstrengths and understrengths in various oversea theaters or 
areas, 80 November 1943 


Overstrength Understrength 
Theater or area Authorized 
strength ! 
Number 2 Percent Number 2 Percent 
Medical Corps 
| 
Eee Soe Oo iS JSS Lis 3, 812 2 0. 05 0 0 
ING 191: oe eh oe 3, 434 102 2. 97 0 0 
China-Burma-India___--_-___- 671 0 0 0 0 
Centra Paeme. 5s 740 70 9. 46 0 0 
POG EHeMiGs 0." ee 1,131 0 0 157 13. 88 
| 
Dental Corps 
ee tn oe ee 729 0 0 0 0 
wermuthe i nrt@nen. 2) tell Un Poe ore 650 11 1. 69 0 0 
China-Burma-India________-_- 106 0 0 0 0 
DenhraAte Reine. = oe i 195 0 0 26 isa 
Peto AcinG.. 8 3 207 0 0 Zi; 10. 14 
Veterinary Corps 

SEENON. eyes ie oi ore dl 0 0 0 0 
ING HRO Nn Iosdet! ad aiweoe I ca ge 30 fi 23.°30 0 0 
China-Burma-India____-_____- 85 0 0 0 ) 
OST) BLAS ToT aa rs 22, 2 9. 09 0 0 
SOUbnMPACh Gases 35 Ce ches 19 0 0 1 5226 


See footnotes at end of table. 
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TasLe 10.— Medical Department overstrengths and understrengths in various oversea theaters or 
areas, 80 November 1943—Continued 


Overstrength Understrength 
Theater or area Authorized 
strength ! 
Number 2 Percent Number 2 Percent 
Sanitary Corps 

FOG ees sist Ee es 91 0 0 0 0 
INortipAtricg Se oe eS 118 2 1. 69 0 0 
China-Burma-India_J- = _2- = 20 0 0 0 0 
CentralPacihic Ser ret 17 0 0 0 0 
South Pace: + ss see eee 61 0 0 19 S145 

Medical Administrative Corps 
Remepe yoceeewecews fetes ete 835 0 0 0 0 
NortheaAtrieg. 2 aes... fase 786 33 4. 20 0 0 
China=Burma-india 22 2 See 125 0 0 0 0 
Central Pachie-— Lek. os ee 201 0 0 29 14. 43 | 
Soto: Pacniess Sir se ek 2s 239 0 0 56 23. 43 | 

Army Nurse Corps 
Wises.) See ns bel + tee 5g - 4,142 0 0 0 0) 
IN@nh ACh ess sack Soe 4, 120 5 eee 0 0 
China=-Burma-India2=- See 633 0 0 0 0 
GentralePacifte? =e ey ae 1, 054 0 0 157 14. 90 
South Bacio enw aosis 27 joe Ly ley, 0 0 290 25. 96 
Enlisted men 

BORG G ok bees aia ioe ama 41, 972 439 1. 05 0 0 
NOT MWAGIICR.= = cee sore aca 39, 349 924 2. 39 0 0 
China-Burma-India__=--=---2: 6, 200 3 . 05 0 0 
GentralyPacititne te siesta ee 14, 056 0 0 1, 521 10. 82 
SertiPariae. oe coc es Sede 13, 593 0 0 1, 105 8.15 


1 The exact authorized strength used in determining overstrength or understrength is unknown. For the purposes 
of this table, it is assumed that the authorized strength is the actual strength on 30 November 1943 as reported in 
“Strength of the Army’”’ for that date minus the overstrength or plus the understrength. 

2 Memorandum, Acting Adjutant General, for Assistant Chief of Staff, G-3, subject: Monthly Reports of Replace- 
ments Available in Overseas Theaters, 27 Dec. 1943. (Overstrengths appear to be strength above T/O strength and non- 
T/O-allotments plus permanent overstrength as authorized by the War Department.) 
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In some instances, the overall strength was up to the table-of-organization 
requirement, but the personnel were not professionally suitable. For example, 
the 5th Auxiliary Surgical Group, after repeated depletions of its well-quali- 
fied professional personnel in order to fill other units, was finally shipped to 
the European theater in the summer of 1944 with whatever medical officers 
were available, regardless of their suitability to the organization’s functions.” 

During 1944, the European theater was almost consistently below author- 
ized strength in Medical Corps officers. Even on D-day, there was a shortage 
of 35 Medical Corps officers in the theater. A persistent shortage of Dental 
Corps officers existed during the same year, which was aggravated by increases 
in table-of-organization authorizations; in November, the shortage amounted 
to 238. With regard to nurses, the situation was similar to that pertaining 
to Medical Corps officers. Consistent shortages began to appear in April and 
continued into June. From the end of July, the shortages reappeared and 
steadily increased so that by the end of the year the theater lacked 345 of its 
proper table-of-organization strength in nurses. Until October, there was a 
critical shortage of physical therapy aides. A severe shortage of dietitians 
also existed throughout the year. From November, there was a steady in- 
crease in the deficit in enlisted men, particularly in ground force units. Be- 
cause of the losses occasioned by the Battle of the Bulge, a shortage of 
approximately 500 medical enlisted men appeared in each of the four field 
armies engaged in the theater. 

The shortages persisted to the end of the war. In mid-March 1945, the 
medical service of the communications zone of the European theater was re- 
ported to be at 94.1 percent of its table-of-organization strength. In this 
respect, it was worse off than every other service except the Signal Corps. For 
all arms and services, the corresponding figure was 96.2 percent. As regards 
Medical Department officers, the shortage in table-of-organization strength 
was 9.9 percent and in this category of personnel, too, only the Signal Corps 
was at a greater disadvantage. The shortage of Army officers as a whole was 
7.7 percent. 

In other theaters, there were similar shortages in 1944. For example, as 
of 31 December 1944, the Southwest Pacific Area needed approximately 124 
officers to reach the dental strength required under tables of organization.®* 
With regard to nurses, the shortage was in excess of 1,300.°° 

As of 31 May 1945, the Eighth U.S. Army, operating in the Pacific, had 
shortages of medical officers and nurses which were, respectively, in excess of 
10 and 25 percent of authorized strengths (table 11). In July 1945, the short- 
age of medical officers in the entire Pacific was at least 300.° 


6&7 Annual Report, 5th Auxiliary Surgical Group, 1944, pp. 98, 144-145. 

®§ See footnote 64, p. 104. 

6 Annual Report, Surgeon, U.S. Army Services of Supply, Southwest Pacific Area, 1944, p. 47. 

7 Memorandum, Eli Ginzberg, Director, Resources Analysis Division, Office of The Surgeon Gen- 
eral, for Lieutenant Colonel Lueth, 26 July 1945, subject : Notes on 10 July Conference With AFPAC. 
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TABLE 11.—-Authorized and actual strengths of medical personnel, Highth U.S. Army, 


31 May 1945 
Strength 
Group Percent short 
Authorized Actual 

DiOGmAl COtpse VoUTI ene SUAS 2b Seen se 786 703 10. 6 
Medical Administrative Corps___.__-__--.----------- 354 330 6.8 
WR baad Cari ct Seat ge RS tee tS ES 3 4 0 
TRAN MONIC a eg ble hi 2 i 172 160 7.0 
RO OT nr ee ee 41 42 0 
ety amine Otis Re es a el ees 372 278 25. 3 
DHlisted tiene tees EL a Re Oia ae 11, 973 11, 148 6.9 


Source: Quarterly Report, Surgeon, Eighth U.S. Army, 1945 (2d quarter), p. 2. 


In the Middle Pacific Area, although there was no shortage of Medical 
Corps officers in July 1945, there were inadequate numbers of medical and 
surgical specialists. After V-E Day, certain units designed for the European 
theater had been diverted to the Pacific and arrived in that area short of such 
specialists.” 

In the period 7 December 1941-31 August 1945, Medical Corps officers in 
the Central Pacific attained their authorized strength only during the month 
of January 1945.” In late 1943, reports to the War Department indicated that 
in terms of table-of-organization and table-of-allotment strength plus author- 
ized overhead there was a surplus in the North African theater among all, or 
virtually all, Medical Department elements. At that time, there were also 
some surpluses in the European theater and the Central Pacific. The Central 
Pacific, however, had substantial shortages in dental and medical administra- 
tive officers as well as in enlisted men, the shortages apparently being greater 
than 10 percent of the authorized strength in each case. The situation was 
even worse in the South Pacific, every element reported being understrength. 
In some elements, the understrength was over 25 percent. 

Both line officers and Medical Department authorities were sometimes ex- 
tremely reluctant to use nurses in forward areas, particularly during the 
earlier phases of combat operations. Units sometimes were given additional 
enlisted personnel instead of nurses.7* In at least one case, after a unit had 
been transferred from Alaska to Europe, it was considered necessary or advis- 
able to replace the extra enlisted technicians by nurses."* 

Col. Fred J. Fielding, formerly of the Military Personnel Division, Office of The Surgeon 
General, minimizes the extent to which units arrived in the Pacific short of specialists. Commenting 
on the statement in the text, he remarks (Letter to Col. J. B. Coates, Jr., MC, Director, Historical 
Unit, U.S. Army Medical Service, 12 Dec. 1955): ‘‘This was not the policy, however, and only one 
or two units were diverted while on high seas or before landing in ETO. Units from ETO were 
reorganized with balanced staff anid shipped to Pacific after V—E Day.” 

7 Whitehill, Buell: Administrative History of Medical Activities in the Middle Pacific, 1946, 
p. 12. [Official record.] 


7% This was authorized for certain evacuation hospitals by T/O&E 8—581 (25 Mar. 1944). 
7 Annual Report, 28th Field Hospital, European Theater of Operations, U.S. Army, 1944, p. 11. 
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Shortages of enlisted specialists also existed although it is difficult to assess 
their prevalence. For example, the 3d General Hospital, through the operation 
of the 38-year draft limitation, lost 140 enlisted men in the 2 months before its 
departure for the North African theater on 12 May 1943. This created a 
shortage which was manifested overseas primarily in the clerical field since the 
unit had not obtained adequately trained replacements before leaving the 
United States.** 


7 Annual Report, 3d General Hospital, 1944. 


save, olaernitihs siti abound ils bedatagaclar etn 
tethsisgo el} dasrertl} Antiqeal, Letanidd Ital . sr aA 
ath sroted edstone esi at mar hateline Che oat et batt HOT 
s boiasts att. Bee Tage lé vi ie yadeedt pated, i, sheds ole 
ot sore Biot learisls 4Ai af eiiemanizg gnaetete hoteles SRO 
wi anivnsl oreted eommsseteper feats ‘eeeepese er 16 
Martion! Corte, i 52 
aS astiesey Atha lnizes 
Veteran? (aap 
2 eae h: & 2 os 
Reittase true 
Aerts Daten Corse 


SSRs) rate 


Raph evior Cigaareshh Herat. Rhee Ss tae ras ale ACTS ORE COD Sheree ta 


En ep pens’ Poles Apen ating there ak tip cortege of ME 
rages Yet te ES phate Gat Bat age at need 
} cAte VB Das, cerigin eats Gish ter eae 
ee whke folk: ry Ee ae ae ' a Taek Pee ghy ce ih thie ae beth, : 


Aagnsi insti, Biaiced. 1 Cake of 
-Pacabe wifes eee cotta stieed atraieih nh. caring tase 
ee oe y Ete LS, POOLS tk el Ae ee AAAS easttt? rec 


ice: (92 Paenie- ad OC PAY znkion dud table cP-al wtornt siren gah 
es ae nee aor was a eure lis ay det Bemtn Ace Sar hs 3 HENS 
 Blesina: Denavtinent Ciena... Ai thet tire thes 
Se stgitiaiie bi the Buropesn: thenber and the Contral Rachie, 
— however, had enbatauiiel shortages th dondtad and suernene, 
ES Eh ces Bh Wel ga WL ei Ste aot, tae OTA SppRnnys ey 
a oes of Barcent ih eye auchrerieed phreiigeths 32% okeh cae Fie, 
in ered in the Seoth Paciiie, every element, regener eos att 
6 sosu siements, ine 1iiegesres april weak aver 3h pereente 
oc) eet dbge pitaess sit Madtizal: Jiepoieast Sneien Wiis A 
‘tromels mlucant fo. apenas —— medeo ci ap 
antier phaser at-cuabe’ operas 
Tentisred carsnes tnstut ad es 
Beets oe Prom: Aiainate Bats 
gies to repines the sseiapiesitats RR 


etter eeraing:- aes Pee cinned Seay 
neha eee noe ae a tea 
He WE what eieeak th. Sak Yet, dk retain, Cater te Ces, A Dhtes, Fe, 
i a a : Senne aie Sas Sac ef 


2 ar, ee pak Metent Artieltiey bn: Bin 
get apiotianente 
Soe ass eicie eset Honea, Bean . 


CHAPTER V 


Procurement During the Emergency Period 


During the period 1939-41, the problems of procurement were apparently 
of greater moment to The Surgeon General than those of requirements. Es- 
pecially difficult was the procurement of Medical Corps officers although in 
no category of Medical Department personnel was the supply always equal to 
the demand. Shortages varied, of course, and according to Lt. Col. Paul A. 
Paden, MC, a former chief of The Surgeon General’s Personnel Division: 
“Army-wide shortages were never so acute as local shortages.” + 


PREEMERGENCY PROCEDURES 


The National Defense Act of 1920 stated that the Army of the United 
States should consist of the Regular Army, the National Guard, and the Or- 
ganized Reserves. Thus, there were three means of entering the medical serv- 
ice of the Army: 

1. Regular Army.—Individuals interested in securing an appointment in 
the Regular Army could apply to The Adjutant General. Applicants having 
the necessary educational qualifications had to pass a competitive examination 
prepared by The Surgeon General and conducted by an examining board which 
also considered the candidate’s physical condition, moral character, and general 
fitness.2 The board’s report went to the Central Medical Department Ex- 
amining Board for review and the necessary grading of papers. If the candi- 
date was found qualified by this board and was recommended by The Surgeon 
General, and if the recommendation was approved by the Secretary of War, 
he was appointed to the appropriate Medical Department corps as a Regular 
Army officer.' 

2. Officers’ Aeserve Corps.—Persons interested in obtaining Reserve com- 
missions applied to the corps area commander. The latter, acting on the 
recommendation of a board which examined the candidates’ qualifications 
(educational and otherwise), transmitted the names of successful applicants 


1 Letter, Lt. Col. Paul A. Paden, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. 
Army Medical Service, 10 Dee. 1955. 

2 Beginning at least as early as 1921, the competitive examination was dispensed with in the case 
of medical and dental interns who had completed a year’s internship in an Army hospital, and who were 
found qualified by a board of officers, and were recommended by the commanding officer of the hospital 
wherein their internship was served. Examinations for such interns were apparently in effect, how- 
ever, from August 1939 to November 1941. (AR 605-10, 24 Feb. 1921; AR 605-20, 16 Aug. 1939 
and C 1, 14 Nov. 1941.) 

% Army Regulations No. 605-20, 16 Aug. 1939. 
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to The Adjutant General for issuance of letters of appointment to the appropri- 
ate Medical Department Reserve Corps.‘ 

3. National Guard.—Any oflicer of a State National Guard Unit might be 
commissioned in the National Guard of the United States upon passing “such 
tests as to his physical, moral, and professional fitness as the President may 
prescribe.” ® Most State National Guard officers obtained such commissions.® 
In peacetime, this made them eligible for active duty with the Guard at the 
order of the State Governor, and in time of national emergency declared by 
Congress, it enabled the President to call them into the active service of the 
United States. Enlisted men of the National Guard also might hold com- 
missions in the National Guard of the United States, which would give them 
officer status whenever the latter was called into active service. 


EARLY RESERVE MEASURES 
The Situation at the Beginning of the Emergency 


The most important function of the procurement system during the early 
emergency period—at least from the standpoint of the Medical Department— 
was to provide additional officers and nurses, by way of the Reserves, for the 
medical service of the active forces. These forces were constantly expanding, 
and their needs were immediate. On 30 June 1939, the Nurse Corps and all 
officer corps except the Veterinary Corps were below their authorized active- 
duty strength, and authorizations of medical, dental, and veterinary officers, 
as well as nurses, increased considerably during the following year. The Na- 
tional Guard and the Regular Army could not furnish the additional strength 
that would be needed under conditions of rapid expansion. The National 
Guard was called in August 1940, but Congress did not authorize officer ap- 
pointment to the Regular Army in sufficient numbers to correspond with the 
1939-40 increases in enlisted strength. Even the small Regular Army addi- 
tions which Congress permitted were not realized in full. Thus, at the end 
of June 1940, there were 46 vacancies in the Regular Army Medical Corps, 11 
in the Dental Corps, and 10 in the Medica] Administrative Corps; only the 
Veterinary Corps had filled its quota.? The backlog of reservists, however, 
looked more than adequate on paper. On 30 June 1939, the Reserves of three 
of the five officer corps were above their procurement objectives (table 12), 
while Reserve nurses registered with the Red Cross were many times the num- 
ber of the nurses on active duty with the Army. Changes in the Officers’ 
Reserve Corps as of June 1940 and June 1941 are shown in table 13. Com- 
parable figures for the National Guard are in table 14. 


* Army Regulations No. 140-33, 30 July 1936. 
548 Stat. 53. 
6 Annual Report of the Chief, National Guard Bureau, 1940, p. 9. 


7Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing 
Office, 1940, p. 162. 


8 The active duty strength was 672; the Red Cross Reserve amounted to 15,761. 
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TaBLeE 12.—Active-duty strength of Medical Department groups, by Army components, 30 June 
1939-80 November 1941} 


Component 30 June 1939 | 30 June 1940 | 30 June 1941 | 30 Nepher 
Regular Army :3 
Pemee COINOS sooo ee et 1, 094 1, 160 1, 206 1, 271 
Brena Came oss. 235-2 o ise. 3- nn 220 252 266 270 
Wetermary Corpec. 25. 22 Sfebe eee 126 126 126 126 
Medical Administrative Corps ___---_-- 64 62 61 68 
meme Muree Coppes. ..a-- oS. 672 942 1, 280 1, 402 
Total officers and nurses__________- 2, 176 2, 542 42, 939 $3,137 
ernest 9, 359 14,974 | 731, 348 8 31, 872 
ONS SE a ee eee 11, 535 17,516 | 34, 282 35, 009 
Reserves:? 
LT EE a ee a oa 706 414 8, 025 8, 984 
Medel Oerpeen e628 ed 2) se 157 101 10 2, 090 2, 531 
Momerinery Woresssiet YO. 0352 ok 96 45 10 404 541 
Cn Ss rere OORT) BET C0 8 186 226 
Medical Administrative Corps____--__-_ 1117 4 772 933 
etn OR ONG es he Ue a eo ae idee lees 4, 153 5, 409 
Total officers and nurses_________-- 976 12 572 15, 630 18, 624 
RI I PEE Se ote dk i ee Nea Sk 1 10 
EN EO EEE eee deen eer ee 976 572 15, 631 18, 634 
National Guard: 
rene Maanenee tet OLS auth hes asit be Salto la oR uae aL 1, 080 1, 072 
ene eeemenes Siete de Le 2 Aads ey Sy Se et Sih as So shore wey _& 280 280 
NT ee eee 33 28 
RCM 2 Segoe 3 Sheer 1920 heat Gad atom th od 1 1 
Meats! Administrative Corps__ 2. 262). 2 22s bel jes less cken 275 266 
eieradleeiimar pty 92 = 1519: Sed SS. el oll ras as ee Se 14 1, 669 15 1, 647 
Raley ce fin. ies ax dso yaapctlon ua vied 614,715 | 12,075 
EARNS eri Cis oe 22 Ye i ae Lk eee. Leek dalewe 16, 384 13, 722 
Army of the United States: 
ened Peeette e ulk oo A Posithi sce Oh ot i ta Deke lies cee ees 2 
eco a ego! these Lt RE Plone PESO Semi teen aa ey Ree oe T Veg Be 
Sc gail reli HCE ead pates Miata stein 2 aditodss motets bei Seeley epi pple gh De 
OGGGAk DEMMIBtERIVG-COLDS< 4 <i aul acien's awad}e wie awe ania —lonnie tess 76 
TN a a rer ll oasis cha she bE Sook = ASS ana ee 76 
ES REY OO R AEN enter aire m yeraL ete 755 794 
ee A te ae bes ats cin aloe amine 755 870 
Oe SE TUIGT a ss hh hf Smee m 20 51, 255 63, 351 


See footnotes on pages 114 and 115. 
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1 Unless otherwise specified, data on officers and nurses from 80 June 1939 to 30 June 1941, 
inclusive, are from corresponding “Annual Reports of The Surgeon General, U.S. Army’; and data on 
enlisted men are from equivalent ‘‘Annual Reports of The Secretary of War.” 

2 Data for male officers, with the exceptions mentioned in other footnotes, are from Memorandum, 
F. M. Fitts, to Colonel Lull, 29 Oct. 1942, subject: Status of Medical Department Officers as of 7 Dee. 
1941, addendum to “History of Military Personnel Division, Personnel Service, 1989—April 1944.” 
The figures represent strength on 5 December 1941. 

3 Authorized Regular Army strengths were: (1) For 30 June 1939: MC, 1,188; DC, 233; 
VC, 126; MAC, 72; ANC, 675; and enlisted men, 8,643. (2) For 30 June 1940: MC, 1,210; DC, 
264; VC, 126; MAC, 72; ANC, 949; and enlisted men, 13,628. (8) For 30 June 1941: MC, 1,230; 
DC, 267; VC, 126; MAC, 72; ANC, 1,875; (no figures for enlisted men). (Data are from ‘Annual 
Reports of The Surgeon General, U.S. Army” for dates corresponding to those shown except authoriza- 
tion for enlisted men in 1939 which is from the report for 1940, p. 170.) 

4Probably includes retired officers on active duty as follows: MC, 18; VC, 2; and MAC, 3. 
(Figures pertaining to the Medical and Medical Administrative Corps are for the week ending 
on 4 July 1941 and were provided by the Military Personnel Division, Office of The Surgeon General, 
on 80 August 1949.) 

5 Includes the following retired officers on active duty: MC, 38; DC, 2; VC, 2; and MAC, 7. 
(Data from source of Regular Army strength figures on the same date, see footnote 2, above.) 

6 Includes Philippine Scouts. 

7Includes an estimated 608 members of the Regular Army Reserve. The number of Regular 
Army Enlisted Reserves who, regardless of branch, were called into active service was 12,190; all of 
these went on duty in February 1941. Of the total, 672 or somewhat more than 5 percent were 
Medical Department personnel. By 30 June 1941, the Regular Army Enlisted Reserves on active 
duty had declined to 10,919. Assuming that 5 percent of the decline had occurred in the Medical 
Department, the loss to the medical service amounted to 64, leaving a balance of 608. 

8’ Figure supplied by Statistics and Accounting Branch, Statistics Section, Office of The Adjutant 
General, 24 October 1957. Includes an estimated 548 members of the Regular Army Reserves. This 
estimate is based on the rate of decline of the Regular Army Reserves without distinction of branch 
between February and 30 June. As shown in footnote 7, above, this rate when applied to the Medical 
Department left a balance of 608 on 30 June. If the rate of decline, approximately 12 per month, is 
assumed to have continued, the loss between this date and 30 November 1941 amounts to 60, and the 
strength on the latter date is reduced to the figure stated at the beginning of this note. 

® Authorized active-duty strengths for the Reserves are known only for 30 June 1940. At that 
time they were: MC, 1,271; DC, 219; VC, 76; and MAC, 4. The number authorized for the Medical 
Corps was 1,283 minus the number of Medical Administrative and Sanitary Corps Reserve officers on 
active duty. 

10 Divisional reports in the source for these figures (Annual Report of The Surgeon General, 1941) 
show 1,745 dental Reserve officers and 435 veterinary Reserve officers on extended active duty (pp. 183, 
190). The explanation for the discrepancy in the case of the dental officers may be similar to that 
mentioned in footnote 12 (that is, the figure stated in the table may include individuals for whom 
active-duty orders had been requested), but it does not explain the difference in the Veterinary Corps 
figures. 

11 Includes Sanitary Corps. 

2 Data are described in the source as ‘fon duty or duty orders requested as of June 30, 1940.” 
Except in the case of the Sanitary Corps, where the strength is reduced to 6, the same figures are 
reproduced in the report for 1941 (p. 142) under the simple heading of ‘‘on duty June 30, 1940.” 
The report for 1940 also states (p. 209) that 25 Veterinary Corps reservists were on active duty on 
30 June ; failure to include those who had not yet come on active duty may account for the discrepancy. 

33 Does not include Regular Army Reserve (see footnotes 7 and 8, above). The figure for 30 
November 1941 was provided by the Statistics and Accounting Branch (see footnote 8, above) on 
24 October 1957. 

14 Commissioned personnel of the Medical Department in the National Guard of the United States, 
as reported by the Chief of the National Guard Bureau in his annual report for fiscal year 1941. 

The Annual Report of The Surgeon General, U.S. Army, for the same date (p. 260), gives the 
following figures instead of those shown: For MC, 1,120; DC, 243; VC, 60; MAC, 153; total, 1,576. 

No strength is shown for the Sanitary Corps, but 16 warrant officers are credited to the Medical 
Department ; presumably, these were men serving in medical units. 

Elsewhere in the 1941 Annual Report of The Surgeon General, the number of Veterinary Corps 
officers of the National Guard is stated to be 34 (p. 190), and the number of Dental Corps officers, 
282 (p. 183). These figures, which approximate those shown in the body of this table, undoubtedly 
are more accurate than the corresponding personnel figures stated. It also is unlikely that the 
strength of the Medical Corps personnel, like that of the Veterinary Corps personnel, could have 
exceeded the strength shown for the National Guard of the United States, which consisted of all 
individuals who had been inducted since the federalization of the National Guard minus those who 
had been completely separated from the Federal service and also had been dropped from their 
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National Guard status. On the other hand, the figure for the Medical Administrative Corps probably 
is very low in view of the much higher strength shown for the group at later periods and the fact 
that few if any members of the corps could have been inducted after 30 June 1941. (See footnote 15.) 
As late as 30 June 19438, the active-duty strength of the Medical Administrative Corps in the National 
Guard was shown to be 277. (Annual Report, Military Personnel Division, Office of The Surgeon 
General, U.S. Army, 1943.) Similar considerations govern the strength of the Dental Corps personnel, 
which at the same date was reported to be 273. 

The Annual Report of the Secretary of War for the fiscal year 1941 shows no breakdown for 
the Medical Department corps in the National Guard but reports the aggregate strength of these 
groups on 30 June 1941 as 1,491. 

16 Adjustment of strengths shown for 1 November 1941, in memorandum cited in footnote 2, 
p. 114, for MC is 1,072; for DC, 300; for VC, 28; and for MAC, 266. 

In view of the considerations mentioned in footnote 14, it is unlikely that the Dental Corps 
personnel of the National Guard numbered 300, since at the end of June it had been only 280. At 
that time, the total number of Medical Department officers of the National Guard remaining to be 
inducted had been six. (Jn Annual Report of Chief of National Guard Bureau for the fiscal year 
1941, pp. 117-118.) For that reason, the number of Dental Corps officers of the National Guard 
on active duty on 1 November 1941 has been reduced to 280. In view of the fact that the Active 
National Guard as late as 30 June 1942 is credited with one Sanitary Corps officer, one such officer 
is credited to the active duty strength on 1 November 1941. A breakdown of the National Guard 
strength of Medical Department officers on 30 November 1941 is not available, but it is assumed 
that it did not differ greatly from the same strength at the beginning of the month. However, ac- 
cording to information supplied by the Statistics and Accounting Branch, Statistics Section, Office 
of The Adjutant General, on 24 October 1957, the aggregate of the strength on 30 November 1941 
was 1,590, but for purposes of consistency, the total of 1,647 as of 1 November 1941 is stated in the 
body of this table. 

16 Strength for 30 June 1941 is based on Annual Report of Secretary of War for 1941, which 
shows medical enlisted strength of National Guard on that date to be 15,470. Since 755 of these 
are estimated to be Army of the United States personnel (see footnote 18), the strength of the 
National Guard personnel proper is deemed to be 14,715. Strength of 30 November 1941 is based 
on data supplied by Statistics and Accounting Branch, 24 October 1957, showing medical enlisted 
strength of the National Guard on the former date to be 12,869. Since no separate strength figures 
for AUS enlisted personnel are shown in these data, it is assumed that the estimated 794 medical 
enlisted men in that category (see footnote 18) must be subtracted from 12,869 in order to arrive 
at approximately the true National Guard strength, that is, 12,075. 

17 Personnel who entered the Army of the United States directly, without previous service as 
members of the Regular Army, the Reserves, or the National Guard. Strength information from 
Statistics and Accounting Branch (see footnote 8), 24 October 1957. This information is not broken 
down by corps, but the number 76 corresponds closely to the strength (77) of the first class for 
MAC’s at Carlisle Barracks, Pa., which graduated in September 1941. The entire 76 therefore have 
been attributed to the Medical Administrative Corps. According to “Officers Appointed in the MC, 
pc, VC, MAC, and PhC. From 1 January 1939 through 1946. Month of Occurrence. OTN 3837,” 
(prepared by the Adjutant General’s Office, Strength Accounting Branch, 8 July 1946), 161 Medical 
Department officers classified as AUS had come on duty by 30 November 1941. They included the 
following: MC, 28; DC, 38; VC, 10: MAC, 85. However, some of these are shown as having come 
on active duty as early as January 1941, and it is possible that many of those comprehended in the 
data entered upon active duty at the time stated but as members of the Reserves or the National 
Guard, acquiring AUS status later. 

18 Comprises volunteers on 1-year enlistments. According to the Annual Report of the Secretary 
of War, 1941, a total of 767 enlisted volunteers had come on duty with the Medical Department from 
September 1940 to the end of June 1941. The corresponding number for the Army as a whole was 
22.390. Of these, 22,060 remained on duty on 30 June 1941, for a loss of 1.5 percent. Applying the 
same percentage to the enlisted volunteers of the Medical Department, the balance remaining on 
30 June 1941 was 755. The number of such personnel on duty on 30 November 1941 is unknown, 
but on 31 December 1941, it was 802. (Information from Statistics and Accounting Branch, 24 
October 1957.) By prorating the difference between the numbers present on 30 June and 31 Decem- 
ber on a monthly basis, the estimated strength of Medical Department enlisted personnel classified 
as “AUS” is found to be 794. 

19 The figure for 30 November was prorated by the Statistics and Accounting Branch (see foot- 
note 8), 24 October 1957. 

20 Of these, 38,756 were serving in Regular Army units and 12,799 in National Guard units. 
(Annual Report of Secretary of War, 1941.) 

At this time, the total authorized strength of Medical Department enlisted personnel, both se- 
lectees and others, was approximately 82,150. Of these, about 20,437 were allotted to National Guard 
units, 1,387 to the veterinary service, and 60,326 to the remainder of the Medical Department 
establishment. (Annual Report of The Surgeon General, 1941, p. 148.) 
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Since no means existed at this time by which persons could be compelled 
to accept appointments in the Regular Army or the Reserves, or even (if 
reservists) to accept a call to active duty, Army authorities had to depend on 
appeals to the patriotism or self-interest of those they wished to reach; in the 
case of nurses, the Red Cross joined in the appeal. During the spring and 
summer of 1940, publicity campaigns were undertaken to speed the entry of 
medical reservists into active service. The Surgeon General requested medical 
journals to print informational letters, and prominent civilian members of the 
Reserve Corps as well as Reserve Officers’ Training Corps instructors in medical 
schools were utilized to encourage recruitment. 

The procedure for bringing Reserve officers and nurses on active duty began 
with a summons from the chief of the reservists assignment group (the corps 
area commander or The Surgeon General). The reservist had the right to either 
accept or refuse the call as he wished. If he accepted, the next step was a physi- 
calexamination. If that was satisfactory, the necessary papers were forwarded 
to The Adjutant General, who issued duty orders. 


Act of 3 April 1939 


But the problem of applying the officer Reserves to actual needs proved to 
be acute. The first move of any importance to draw on the Medical Department 
Officers Reserve Corps for the benefit of the active forces was made in the act 
of 3 April 1939—the same act that fixed the authorized strength of the Regular 
Army officer corps. Under this act, the President was empowered to call up 
255 male Reserve lieutenants and captains of the Medical Department for not 
more than 1 year of voluntary active duty with an extension, at the discretion 
of the Secretary of War, to as long as 2 years. Only during an emergency 
declared by Congress could Reserve officers be ordered to duty without their 
consent; virtually no means existed by which, in time of peace, they could 
be compelled to serve even their 2-week tour of active duty when called upon. 
They could resign, or if they persisted in ignoring the call, one of two courses 
was open to the Army: It might place them on the ineligible list for the 
remainder of their 5-year term of appointment, or if they had had 15 years of 
satisfactory service to their credit, it could transfer them to the Inactive 
Reserve. In either case, they lost certain privileges, such as right of promotion.° 
Like all previous legislation pertaining to reservists, the new act imposed no 
penalties whatever on those who declined to serve for the 1 or 2 years specified ; 
in fact, it was only on their application that the duty orders could be issued. 
This concession was necessary as a matter of good faith, since reservists had 
accepted their commissions under no obligations of lengthy peacetime service. 

The act of 8 April 1939 was the last occasion, until the later emergency 
period, that Congress itself laid down the conditions under which new incre- 


® Army Regulations No. 140-5, 16 June 1963. 
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ments of Reserve officers were to be called to active duty.° Thereafter, the 
War Department assumed that function. 


Modification of the act 


In making allotments to the Medical Department for the purpose of 
bringing Reserve officers on duty, the General Staff did not always prescribe 
the same conditions of service as were laid down in the act of 3 April 1939. 
With only 139 of the 255 medical officers allotted under this act procured and 
placed under orders by the end of November, the General Staff modified the 
rules. A proposed further enlargement of the Army would give the Medical] 
Department an additional 508 officers, whenever the necessary legislation 
should be passed. In anticipation of such legislation, corps area commanders 
were instructed to recruit only captains and lieutenants who were less than 35 
years old. These men could be placed on active duty for 1 year only.1! The 
Surgeon General, foreseeing administrative difficulties arising from these differ- 
ences, recommended to The Adjutant General (1) that procurement of officers 
over 35 years of age for active duty be permitted, and (2) that the allowable 
tour of duty be extended beyond 1 year. The latter step would reduce the 
annual turnover to a number “considered more within reason.” A few 
months later, the War Department granted authority to extend the tour of 
all Medical Department officers to 2 years, but there is no indication that, for 
the time being, the age limit was raised above 35.1% The restriction was 
lifted only after the enactment of compulsory service for the Reserves in 
August 1940. 

Since the bulk of the new officer and nurse strength added during this 
period was to come from the Reserves, anything that limited the number of 
reservists subject to call, that interfered with summoning them to active duty, 
or that prevented the Medical Department from using them as long as necessary 
might mean that requirements could not be fully met. Late in December 
1939, therefore, the War Department authorized new appointments in the 
Reserve if the existing members would not accept active duty voluntarily and 
if the new appointees would agree to serve immediately. This authority seems 
to have had a rather limited application and to have resulted in the appoint- 


10 Letter, Secretary of War, to Hon. Daniel W. Bell, Acting Director, Bureau of the Budget, 
27 May 1939. 

11 (1) Letter, The Adjutant General, to each Corps Area Commander, 23 Oct. 1939, subject: 
Additional Reserve Officers To Be Placed on Duty With the Regular Army. (2) Letter, The Adjutant 
General, to each Corps Area Commander, 8 Dec. 1939, subject: Age Limit, Reserve Officers, Medical 
Department. (The policy was laid down in October 1939, in anticipation of the appropriation act of 
February 1940 which made the procurement possible.) 

22 Letter, The Surgeon General, to The Adjutant General, 18 Jan. 1940, subject: Removal of 
Certain Restrictions Governing Selection of Additional Medical Department Reserve Officers. 

18 Memorandum, Brig. Gen. William E. Shedd, Assistant Chief of Staff, G—1, for Chief of Staff, 
War Department General Staff, 27 May 1940, subject: Medical Department Reserve Officer Personnel, 
with 1st endorsement thereto, 4 June 1940. 
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ment of no more than 125 Medical Department officers between June and 
August 1940." 


Emergency Measures 


An indication of the scarcity of officers is the fact that, in January 1940, 
The Surgeon General was forced to recommend the summoning of Reserve 
officers to active duty for periods of 28 days as a provision for the year’s 
maneuvers. ‘The General Staff approved the use of 138 Medical Department 
Reserve officers on this basis for service in tactical units.” 

At almost the same time, the General Staff announced two measures of 
more permanent relief. One was a program recalling retired Regular Army 
officers to active duty for utilization with Reserve Officers’ Training Corps 
units and the recruiting service. This was of small importance numerically, 
and it was not until 6 months later that The Surgeon General substituted 
retired officers for some of the 23 Regular Army Medical Corps officers on 
Reserve Officers’ Training Corps duty.*® Much more significant from the 
standpoint of policy was the grant of authority to substitute reservists of the 
Medical Administrative and Sanitary Corps for members of the Medical 
Corps Reserve in meeting the quotas for active-duty assignments. 


THE BEGINNING OF MOBILIZATION 


The Change From Voluntary to Involuntary Service 


Full mobilization began with the calling of the National Guard into 
Federal service (27 August 1940) and the enactment of the Selective Training 
and Service Act less than a month later (16 September). More or less con- 
currently with these measures, a number of steps were taken to increase the 
supply of Medical Department officers and nurses. The law ordering the 
induction of the National Guard was itself perhaps the most important in this 
respect. This law also made active duty compulsory for all reservists, including 
those of the Medical Department. It authorized the President during the 


“4 (1) Letter, The Adjutant General, to each Corps Area Commander, 22 Dec. 1939, subject: 
Procurement of Medical Department Reserve Officers. (2) Letter, The Surgeon General, to The 
Adjutant General, 15 Aug. 1940, subject : Reserve Officer Personnel. (3) Letter, The Surgeon General, 
to The Adjutant General, 24 Aug. 1940, subject: Appointments in Medical Department Reserve. 
(4) Memorandum, Assistant Chief of Staff, G—1, for Chief of Staff, 30 Dec. 1940, subject : Cancellation 
of Authority to Appoint in the Medical Department Reserve. 

(1) Letter, The Surgeon General (Executive Officer), to The Adjutant General, 18 Jan. 1940, 
subject : Additional Medical Department Reserve Officers Required for Temporary Duty With Regular 
Army. (2) Memorandum, War Department General Staff (Personnel Division, G—-1), for Chief of 
Staff, 3 Feb. 1940, subject : Additional Medical Department Reserve Officers Required for Temporary 
Duty With Regular Army, with 2d endorsement thereto, 6 Mar. 1940. 

16 (1) Letter, The Adjutant General, to Corps Area and Department Commanders, 22 Jan. 1940, 
subject : Assignment of Retired Officers to Active Duty. (2) Letter, The Surgeon General, to The 
Adjutant General, 8 July 1940, subject: Utilization of Retired Officers (cited in Memorandum, Lt. Col. 
D. G. Hall, Office of The Surgeon General, for Director, Historical Division, Office of The Surgeon 


General, 20 Apr. 1944, subject : History of Procurement Branch, Military Personnel Division, Personnel 
Service, Office of The Surgeon General.) 
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period ending on 30 June 1942 to call to active duty for a period of 12 months, 
with or without their consent, members and units of the Reserve components 
of the Army of the United States (Officers’ Reserve Corps, National Guard, 
and Enlisted Reserve Corps) and retired members of the Regular Army. There 
were important restrictions, however. Reserve components could not be 
employed beyond the limits of the Western Hemisphere, except in territories 
and possessions of the United States. The law also stipulated that any reservist 
called to duty, if below the rank of captain and having no income beyond what 
he himself earned to support dependents, could resign and be discharged upon 
his own request if made within 20 days of his entry upon duty.27 

Signalizing as it did the passing from voluntary to involuntary military 
service, this law constituted an important step toward placing the United States 
on a preparedness basis as far as personnel was concerned. Physically qualified 
Reserve and National Guard officers holding the rank of captain or above were 
for the first time compelled to serve. Previously, too, Congress had in one way 
or another limited the numbers of Reserve officers to be placed on active duty ; 
this law, carrying no such limitations, opened the way for mobilization on a 
much wider scale. The effect of granting individual officers below the grade of 
captain the right to resign, however, reduced the benefit of the law, for hundreds 
of Medical Department Reserve officers exercised this right before it was can- 
celed on 13 December 1941, shortly after entry of the United States into the 
war. Desirable as it was from the standpoint of the Army to prohibit resigna- 
tions entirely, Congress may have felt that public opinion demanded some con- 
cessions to officers in the lower ranks; it is worth noting that these concessions 
were similar to the exemptions granted draftees when selective service legisla- 
tion was enacted shortly afterward. 


Further Emergency Reserve Measures 


Immediately following the enactment of the Selective Service Act, two 
measures were introduced to increase the supply of officers for the Army as a 
whole and therefore for the Medical Department. On 27 September 1940, the 
War Department called Reserve officers employed with the Civilian Conser- 
vation Corps to active duty for assignment within Army installations.'* The 
second measure came in October when the system of corps area debits and credits 
was initiated. If the number of Reserve officers available to a corps area com- 
mander was insufficient for his needs, he was ordered to report the shortage 
to the War Department, which would then start action to supply additional 
officers from other corps areas. Such a system was necessary because the distri- 
bution of men in training by corps areas did not correspond to the distribution 


1754 Stat. 858. 

18 Letter, The Adjutant General, to each Corps Area Commander and Commanders of Arms or 
Services, 13 Sept. 1940, subject: Placing on Active Duty of Reserve Officers Who are Employees of 
the Civilian Conservation Corps. 
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of Reserve officers..° A similar system had already been applied to nurse 
procurement.”° 


Medical Administrative Corps 


Members of the Medical Administrative Corps Reserve responded to the 
call to active duty in larger proportion than did Medical Corps reservists 
(tables 12 and 13). A possible reason is that some of those holding Reserve 
commissions in the Medical Administrative Corps were enlisted men of the 
Regular Army who for reasons of pay and prestige would accept active duty 
as officers more readily than would civilian doctors in the Medical Corps 
Reserve. Yet the number responding fell far short of the demand for qualified 
personnel who could act as instructors in medical training centers or serve in 
hospital administration. Men therefore had to be trained for commissioning 
in the corps. It was not until July 1941, however, that the first officer candi- 
date school, at Carlisle Barracks, Pa., opened for Medical Administrative 
Corps training. In April, The Surgeon General had asked for the establish- 
ment of such a school, to accommodate 100 candidates with eventual expansion 
to a capacity of 200. As part of a general enlargement of the officer candidate 
school program (planned but not yet put into effect), the Chief of Staff 
authorized a school for 100 Medical Administrative Corps candidates, to be 
opened on 1 July instead of on 1 August 1941, although The Surgeon General 
had recommended the latter date. One class of 77 second lieutenants gradu- 
ated before Pearl Harbor.?! 


Sanitary Corps 


The procurement of Sanitary Corps officers presented no great problem, 
from the standpoint of actual numbers, during this period. Members on 
active duty increased from 6 on 30 June 1940 to 186 a year later; the shortage 
on 30 June 1941 was only 22. The Sanitary Corps in the prewar period 
consisted of professional men, such as entomologists, bacteriologists, and sani- 
tary engineers. As such, its members required long periods of civilian train- 
ing. No officer candidate school, therefore, was established for the corps at 
this time—or even later when the practice of commissioning nonprofessional 
men in the corps began. 


1° (1) Letter, The Adjutant General, to Commanding General, each Corps Area, 2 Oct. 1940. 
subject : Additional Reserve Officers for Extended Active Duty with Corps Areas. (2) Memorandum, 
Lt. Col. D. G. Hall, Office of The Surgeon General, for Director, Historical Division, Office of The 
Surgeon General, 20 Apr. 1944, subject: History of Procurement Branch Military Personnel Division, 
Personnel Service, Office of The Surgeon General. 

*0 Letter, The Adjutant General, to each Corps Area Commander and The Surgeon General. 
24 Sept. 1940, subject : Procurement of Reserve Nurses. 

*1 (1) Letter, The Surgeon General, to The Adjutant General, 3 Apr. 1941, subject: Officer 
Candidate School. (2) Memorandum, Operations and Training Division, War Department General 
Staff, for Chief of Staff, 9 Apr. 1941, subject: Officer Candidate School. (3) Memorandum, Reserve 
Division, Office of The Adjutant General (Col. H. N. Sumner), for Major West, G—8, 15 Oct. 1941, 
with enclosure thereto. 
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DEFERMENT OF SERVICE FOR RESERVE OFFICERS 


While The Surgeon General was anxious to place many reservists on 
active duty as possible, he recognized that in some cases they might, at least 
temporarily, be employed to greater advantage in a civilian capacity. Reserve 
officers on inactive status were exempt from the draft, and the process of grant- 
ing them deferment of service differed from that employed with respect to 
potential draftees. On his own authority, The Surgeon General could defer 
the service of Medical Department Reserve officers in the Arm and Service 
Assignment Group only. Appeals for deferment by officers in the Corps Area 
Assignment Group (which contained much the larger portion of the Reserve) 
could be acted upon only by the corps area commanders. At times, in order 
to protect civilian interests, The Surgeon General recommended the transfer 
of officers from the latter to the former group.” In September 1940, he 
recommended to the Office of the Secretary of War that Reserve officers who 
held key positions as public health officers or as teachers at medical institutions 
be transferred to the War Department Reserve Pool for assignment and 
retention in their civilian jobs. That office disapproved the proposal, stating 
that they must be available for active duty if their services were needed, but 
agreed that the military service of State public health officers and teachers at 
medical institutions would be deferred as long as possible.2? Throughout the 
emergency and war periods, deferment continued to be granted to certain 
members of faculties (either reservists or civilians) who were declared by the 
respective deans to be essential. 


U.S. Public Health Service and Veterans’ Administration Reserves 


The U.S. Public Health Service and the Veterans’ Administration coop- 
erated with The Surgeon General in keeping to a minimum the deferments of 
members of their staffs who were also Reserve officers in the Medical Depart- 
ment. The Surgeon General of the U.S. Public Health Service stated in a 
circular addressed to members of his organization that except in cases of 
emergency or in unusual situations, where the services of the men who hap- 
pened to be Reserve officers were most essential to the conduct of Public Health 
Service work, no effort would be made to delay or prevent such officers from 
being ordered to active duty. When called, they were to be released immedi- 
ately from employment by the Public Health Service.** 


22Letter, The Surgeon General, to Dean, School of Medicine, Creighton University, Omaha, 
7 Feb. 1941. 

*3 Memorandum, The Surgeon General, for Maj. F. H. Kohloss, Office of Assistant Secretary of 
War, 2 Dec. 1940, subject: Deferment of Extended Active Duty of Certain Categories of Officers of 
the Medical Department Reserve. 

*4 Circular (unnumbered), Surgeon General, U.S. Public Health Service, to Commissioned Officers 
in Charge, U.S. Public Health Service, and Others Concerned, 9 Oct. 1940, subject : Commissions in 
Reserve Corps of Army, Navy, or Marine Corps. 
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The Veterans’ Administration and the War Department, beginning in 
August 1940, worked out a plan by which the Medical Department when neces- 
sary could obtain the services of the Medical and Dental Corps Reserve officers 
employed as civilians by the Veterans’ Administration without disrupting 
the medical service of the latter. The Veterans’ Administration employed 
about 400 such Reserve officers, and to call to duty any appreciable number at 
one time would obviously have disorganized the work of that agency. The 
plan agreed upon provided that the War Department would defer the military 
service of key employees as long as possible; it would submit names of officers 
desired but would not order anyone to active duty until the Veterans’ Admin- 
istration had an opportunity to secure a replacement.> The War Department 
would ascertain from the Veterans’ Administration the earliest date on which 
an officer could be made available. If that date was more than 60 days ahead, 
the officer would be transferred to the War Department Reserve Pool and not 
called to active duty. A similar plan was adopted for Reserve nurses who were 
in the employ of the Veterans’ Administration.** Later, this plan was modified, 
at the request of The Surgeon General, by a provision that the headquarters 
having assignment jurisdiction was to make every reasonable effort to determine 
the officer’s physical fitness before requesting his release from the Veterans’ 
Administration.” Obviously, an officer found physically unfit for duty was 
not requested, and the Veterans’ Administration therefore was spared the 
trouble and expense of obtaining a replacement for a man who later was 
returned to it after being rejected for Army service. 


Establishment of Rosters for Reserve Officers 


In November 1940, the Secretary of War directed each assignment 
authority (corps area, departmental, and arm or service headquarters) to pre- 
pare and maintain rosters for the purpose of establishing priority in which 
Reserve officers would be ordered to active duty. These headquarters were to 
maintain separate rosters for Medical Department Reserve officers, general 
provisions and restrictions on selection of Reserve officers being clearly defined. 
The position of an officer on a roster was to depend on the following factors: 
Extent of deferment proposed by the officer and reasons therefor, personal 
obligation as to dependents, professional attainments and value to the service 
(in this connection age and physical aptitude were to be considered), and the 
need for the officer’s services to the community in his civilian status. In the 


°5 (1) Letter, The Secretary of War, to the Administrator of Veterans Affairs, 18 Oct. 1940. 
(2) Letter, The Surgeon General, to Senator Chan Gurney (South Dakota), 22 Oct. 1940. 7 

°6 (1) See footnote 25(1), above. (2) Letter, Col. Florence A. Blanchfield, USA (Ret.), to Col. 
John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 21 Feb. 1956, with 
enclosure thereto. 

*7 (1) Letter, The Surgeon General, to The Adjutant General, 25 Aug. 1941, subject: Release of 
Medical Department Reserve Officers by Veterans’ Administration for Extended Active Duty. (2) 
Letter, The Adjutant General, to Commanding General, First Corps Area [and other corps areas], 
11 Sept. 1941, subject: Release of Medical Department Reserve Officers by Veterans’ Administration 
for Extended Active Duty. 
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preparation of these rosters, assignment authorities were directed to use the 
supplementary classification questionnaires for Medical Department Reserve 
officers (W.D., A.G.O. Form No. 178-2).?* Such a system of rosters became 
necessary after the Chief of Staff stated that as individuals had accepted com- 
missions in the Officers’ Reserve Corps with the understanding that a national 
emergency meant war, they would be consulted as to their availability before 
being arbitrarily called to duty for training during peacetime.” 


EXTENSION OF RESERVISTS’ TOUR OF DUTY 


As early as January 1939, even before the augmentation of the Army began, 
The Surgeon General stated that the tours of duty of Medical Department 
Reserve officers might have to be extended beyond 1 year. As voluntary pro- 
curement measures failed to secure the desired number of officers, it became more 
evident that an extension of the 1-year tour was necessary.*® In 1939 and 1940, 
Medical Department Reserve officers were brought on duty for 1 year, with a 
possible extension of service to 2 years. 


Extension by Interpretation 


After Congress made active duty compulsory (or partially so) for both 
Reserve and National Guard officers (August 1940), the Judge Advocate 
General ruled that officers who had entered on active duty before passage of 
this legislation could be compelled to serve an extra year without their consent. 
He ruled further that officers called to duty under the new law without their 
consent were exempt from the extra duty unless they agreed to it.*t In other 
words, those who had volunteered prior to August 1940 for 1 year’s service 
were now forced to stay in for 2; those who had been brought on duty involun- 
tarily after August 1940 did not have to stay in for the second year unless they 
so requested. 

At first, The Surgeon General favored retaining Medical Reserve Corps 
officers on duty for the second year.*? Two months later, however, he conceded 
that since few officers were concerned, the number thus made available for mili- 
tary service would be negligible, and the psychological reaction of the indi- 
vidual and the profession at large would be unfavorable. The Secretary of 
War adopted The Surgeon General’s point of view and announced that, with 


8 Letter, The Adjutant General, to Commanding Generals, all Corps Areas, and Commanders of 
War Department Arms and Services, 20 Noy. 1940, subject: Reserve Officers for Extended Active Duty 
Under Public Resolution 96, 76th Congress. 

*® Letter, Lt. Col. F. M. Fitts, to Col. Calvin H. Goddard, Director, Historical Unit, Office of The 
Surgeon General, 21 Jan. 1952. 

30 Letter, General Magee, to Colonel McCornack, 24 Jan. 1939. 

81(1) Letter, The Adjutant General, to each Corps Area and Department Commander, 19 Sept. 
1940, subject: Reserve Officers Ordered to Active Duty Without Their Consent. (2) Letter, The 
Adjutant General, to Chiefs of all War Department Arms and Services, 10 Oct. 1940, subject: Con- 
tinuation of Active Duty, Without Their Consent, of Reserve Officers Now on Extended Active Duty. 

2 Letter, The Surgeon General, to The Adjutant General, 15 Jan. 1941, subject: Extensions of 
Tours of Active Duty for Medical Corps Reserve Officers. 
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the exception of officers whose current tours of active duty were based on agree- 
ment for extension of tour, the policy of the War Department was that Reserve 
officers of the Medical Department be not continued on active duty for a period 
longer than | year without their consent. With minor exceptions, Reserve 
officers of the Medical Department whose tours had been extended without 
their consent under the law of August 1940 would upon application be relieved 
from active duty.* 


Service Extension Act, 1941 


The Service Extension Act of August 1941 permitted the President to 
extend for 18 months the service of members of the Reserves and National 
Guard. The act also provided for the release of officers whose retention would 
cause them undue hardship. The War Department announced that so far as 
practicable it would release all Reserve officers (other than officers of the Air 
Forces) having 12 months’ service if they did not wish to extend their tours 
beyond that period. The Surgeon General, under pressure to obtain more 
officers, recommended and the War Department in response directed that the 
tours of all Medical Reserve Corps officers be extended where it had been de- 
termined that replacements were not available.** 


Establishment of the Army of the United States 


On 22 September 1941, a joint resolution of Congress permitted the Presi- 
dent to commission newly appointed officers in the Army of the United States 
as an alternative to one of its several components (including the Reserves). 
Persons so appointed might be ordered to active duty for any period the Presi- 
dent prescribed, and the appointment might continue “during the period of the 
emergency and six months thereafter.” ** On this basis, the Secretary of War 
declared that, with exceptions that would not include many officers, all persons 
commissioned thereafter during the emergency were to be appointed in the 
Army of the United States. Applications for appointment in the Officers’ 
Reserve Corps then being processed would, with the exceptions mentioned 
above, be considered as applications for appointment in the Army of the United 
States.*° Shortly after Pearl Harbor, the problem of extending the term of 
active duty for National Guard and Reserve officers was solved by an act of 13 
December 1941 which obliged all members of the Army to serve for the dura- 
tion of the war and 6 months thereafter. 


3 Letter, The Adjutant General, to Commanding Generals of all Armies, Army Corps, and others, 
1 May 1941, subject : Extension of Tours of Active Duty, Reserve Officers. 

%4 Letter, Office of The Surgeon General, to Office of The Adjutant General, 3 Sept. 1941, subject: 
Extension of Tours of Active Duty, Reserve Officers, with 1st endorsement thereto, 20 Sept. 1941. 
(It must be assumed that National Guard officers, although they were not specifically mentioned in 
this correspondence, were covered by the same policy.) 

% 55 Stat. 728. 

86 Letter, The Adjutant General, to Commanding Generals of all Armies, Corps Areas, Departments, 
and others, 7 Noy. 1941, subject: Policies Relating to Appointments in the Army of the United States 
Under the Provisions of Public Law 252, 77th Congress. 
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Ficure 27.—Col. Richard H. Eanes, MC, Chief Medical Officer, 
Selective Service System. 


EFFECT OF SELECTIVE SERVICE LEGISLATION 


When the Selective Training and Service Act was passed on 16 Septem- 
ber 1940, no occupational group, as such, was excluded except ordained minis- 
ters of religion and students preparing for the ministry. Therefore doctors, 
dentists, veterinarians, and other professional people of value to the Medical 
Department would be drafted as needed and duly commissioned in any of the 
corps except the Nurse Corps (women were exempt from the draft). In addi- 
tion, age limits were originally broad enough (21 to 35, inclusive) to cover a 
large number of the physicians and a much larger proportion of the dentists 
in the country. 

The prospect of drafting professional men in both the numbers and types 
needed was dimmed by the action of the Selective Service boards. These 
boards, in whom sole authority for the selection lay, may not have been tech- 
nically qualified to pass upon the essentiality of professional personnel either 
to the Army or to the local community; their decision as to whether a doctor 
or dentist was or was not to be deferred might depend somewhat on his local 
popularity. On the other hand, Col. Richard H. Eanes, MC (fig. 27), whe 
was on duty with Selective Service headquarters during the war, stated later 
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that while it was “technically correct” that local boards were not technically 
qualified to make decisions concerning the absolute essentiality of the indi- 
vidual for the medical needs of the community, “sound judgment on the part 
of many local boards generally resulted in decisions that were proper.” *’ It 
was quite reasonable to expect, however, that since the boards had to consider 
the health needs of their local communities they would consider these needs 
first before taking into account those of the Army. 

On the other hand, however lenient the draft boards might be toward 
doctors and dentists, individual members of those professions could not be 
certain of escaping the draft. That fact undoubtedly caused some to apply 
for commissions before the blow fell. In that way, they avoided the indig- 
nities—as some considered them—of being compelled to enter the Army and 
serve as enlisted men until accepted for a commission, as all draftees must do. 
Such a prospect was rather remote, especially for physicians, but it remained 
a possibility. 

The Medical Department, partly at the request of the professional organi- 
zations, desired to remove that possibility completely. The Army felt that 
it would be the target for widespread criticism if the services of professional 
men were wasted in relatively minor, nonprofessional activities. On the day 
the Selective Training and Service Act was passed (16 September 1940), 
therefore, The Surgeon General recommended to the War Department that 
appointments in the Reserves be opened to persons who might be drafted. 
Since no action was taken, substantially the same request was repeated on 
26 October, again with no immediate result.** About the same time, The 
Surgeon General reminded the corps area surgeons that they could make 
appointments in the Reserve Corps if vacancies existed and when an applicant 
was desired for active duty.°® Meanwhile, the heads of selective service and 
the local draft boards, foreseeing no shortage of civilian dentists, did not 
hesitate to induct as an enlisted man any dentist who was not needed at the 
moment in his own community. The American dental profession, supported 
by The Surgeon General, voiced its concern, claiming that serious difficulties 
might ensue if dentists were not used in their professional capacity.*? In 
January 1941, the chief of the Dental Division, Office of The Surgeon General, 
suggested to the Assistant Chief of Staff, G-1, that qualified physicians, 
dentists, and veterinarians who stood high on the list for induction should be 
granted commissions in the Reserve Corps “without reference to procurement 
objectives.” He also advised that such persons be “assigned to active duty 
as soon as commissioned.” This suggestion was no doubt vitiated from the 
War Department General Staff’s point of view by a further and apparently 


** Letter, Col. Richard H. Eanes (Ret.), Chief Medical Officer, Selective Service System, to Col. 
C. H. Goddard, Office of The Surgeon General, 5 Sept. 1953. 

88 Letters, The Surgeon General, to The Adjutant General, 16 Sept. 1940, and 26 Oct. 1940, subject : 
Appointment in Medical, Dental, and Veterinary Corps Reserve. 

8 Letter, Office of The Surgeon General (Executive Officer), to each Corps Area Surgeon, 29 Oct. 
1940, subject : Extended Active Duty Vacancy Required for Approval of Applicant for Commission. 

49 Memorandum, Office of The Surgeon General (Brig. Gen. Albert G. Love), for G—1, 25 Mar. 1941. 
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conflicting proposal that a person so commissioned should be called to active 
duty “as soon as his services can be properly utilized.” ** No action was 
taken on these proposals. 


Congressional Action 


In the meantime, several bills were introduced in Congress to commission 
licensed physicians and dentists in lieu of induction, and also to defer students 
and teachers in medical and dental schools. The Army disapproved all these 
bills on the grounds that no one group should get preferential treatment. In 
addition, The Surgeon General did not want to be placed in the position of 
commissioning all doctors and dentists.*” 


War Department Action 


At this same time, The Surgeon General desired to add to the numbers in 
the Dental, Veterinary, and Sanitary Corps Reserve, but he wished to retain 
the power to determine just which officers were to be commissioned. The pub- 
licity surrounding the induction of dentists for service as enlisted men continued 
to embarrass him; communities and professional societies persisted in demand- 
ing that dentists be commissioned rather than be allowed to serve as enlisted 
men. On 5 May 1941, the War Department finally stated that inducted indi- 
viduals who qualified for appointment in the Dental or Veterinary Corps 
Reserve should be encouraged to apply for appointment in the Reserve so that 
they could serve in a professional capacity. Those qualified would be discharged 
as enlisted men and ordered to active duty as commissioned officers for a period 
of 12 months,* after which they would, presumably, return to inactive status 
in the Reserve. Although this order undoubtedly accommodated many inducted 
men, it did not prevent the induction of dentists or veterinarians. Agitation 
continued both to commission inducted men and to open the Reserve Corps to 
permit further commissioning,“ thereby preventing the induction of addi- 
tional dentists. The Office of The Surgeon General, however, held that the 
Army could not justify commissioning unlimited numbers in the Reserve with- 
out reference to its needs, as this would be tantamount to granting a deferment 
denied to persons outside the medical profession.* 


41 Letter, Brig. Gen. Leigh C. Fairbank, to Brig. Gen. William E. Shedd, G—1, 22 Jan. 1941, 
subject: Reserve Commissions for Physicians, Dentists, and Veterinarians Subject to Induction. 

#2 (1) S. 783 and 197, 77th Cong. (2) Senate Committee on Military Affairs, 77th Cong., 1st sess., 
hearings on S. 783, “Doctors and Medical Students Under the Selective Service,” pp. 155, 159, 163-164. 

# Letter, The Adjutant General, to each Commander of Army or Service, 5 May 1941, subject: 
Appointment in the Dental and Veterinary Corps Reserve of Inducted Individuals. 

44 Letter, C. Willard Camalier, Chairman, Dental Preparedness Committee, American Dental 
Association, to James Rowe, Jr., Administrative Assistant to the President, 17 Sept. 1941. 

4 Memorandum, Office of The Surgeon General (Col. Robert C. Craven), for The Adjutant 
General, 8 Oct. 1941. 
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By the spring of 1941, the selective service authorities were beginning to 
show some alarm over the professional personnel situation, and on 22 April 
they cautioned local boards that a shortage of dentists might impend. This 
warning was strengthened on 12 May.*® At that time, local boards were 
reminded that (1) they still had full responsibilty for determining whether a 
dentist was indispensable to his community; (2) the Army did not need dentists 
for the time being; and (3) if a board felt that a dentist should nevertheless be 
inducted, he should be advised that he might apply for a commission as soon 
as he went on active duty. This directive must have discouraged the draft of 
dentists, but it did not positively prohibit it. Although the Selective Service 
System maintained that group deferments should not be granted, it can be 
seen from these memorandums that the authorities of that agency moved closer 
to sanctioning the deferment of at least one group. There were no major 
changes of policy on the subject during the remainder of 1941, and with the 
creation of the Procurement and Assignment Service in the fall of that year, a 
new agency was to determine whether doctors, dentists, and veterinarians were 
available for military service or should be kept in their communities. 


ARMY NURSE CORPS 


Applicants for appointment to the Army Nurse Corps underwent a some- 
what different routine from the other Medical Department corps. To enter 
the Regular Army component of the corps, they applied directly to The Sur- 
geon General, and did not ordinarily have to take a professional examination, 
although The Surgeon General might prescribe one if he chose. An applicant 
must, however, present a certificate from the superintendent of the nursing 
school attended, and if she was qualified professionally, morally, and physically, 
according to Army standards, and was registered in the State in which she had 
graduated or in which she was practicing nursing, she became eligible for 
appointment. Entrance to the Reserve could be gained primarily but not 
exclusively by enrollment with the Red Cross Nursing Service which furnished 
The Surgeon General a list of available nurses who could be called upon in 
time of emergency. While Reserve nurses must be obtained from the Red Cross 
“so far as practicable,” they could also be recruited “from any other acceptable 
source.” 4 

The law calling up the Reserves did not affect Reserve nurses, since the 
latter were not part of the Army Reserves. Two weeks after the law was 
enacted, however, the General Staff authorized the assignment of 4,019 Reserve 
nurses to active duty on a voluntary basis. Previously, all nurses procured for 
active duty had to be appointed to the Regular Army. ‘They could now also 


46 Memorandums I-62 and I-99, Selective Service Headquarters, 22 Apr. 1941 and 12 May 1941, 
respectively, for State Directors. 
47 Army Regulations No. 40—20, 31 Dec. 1934. 
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be brought in with the status of reservists serving for 1 year, but under suitable 
conditions, the period could be extended.*® 

The recruitment of nurses proved to be much less simple than The Surgeon 
General had expected. With over 15,000 enrolled in the First Reserve of the 
Red Cross, he anticipated little difficulty in meeting the first requirements for 
Reserve nurses, amounting to 5,019, by January 1941. At first, however, 
relatively few accepted active duty, and only 607 had been assigned by 1 Febru- 
ary 1941. The Red Cross sometimes found it necessary to canvass as many as 
10 Reserve nurses before discovering one willing to accept active duty.® 

The meagerness of the response impelled The Surgeon General to recom- 
mend invoking the more liberal terms of Army regulations, and corps area 
commanders were accordingly authorized to procure Reserve nurses not only 
from the Red Cross but from “any acceptable source.” °° The Red Cross was 
thus prodded to more vigorous action. A publicity campaign was undertaken, 
using the radio, newspapers, and magazines, to promote recruitment. These 
measures apparently had their effect—between the first of February and the 
middle of March 1941, 1,000 nurses were placed on active duty. By 30 June 
1941, 1,280 Regular Army and 4,153 Reserve nurses were in service, 500 of the 
Regulars having been brought in within the past 12 months, and all the 
Reserves since September 1940. This represented 595 and 866 fewer than the 
respective authorizations as they existed on 30 June 1941. 

Procurement for the Army Nurse Corps, unlike that for other Medical 
Department Corps, was hampered by the fact that its Reserve, built up by the 
Red Cross, was never under legal compulsion to accept active duty. On the 
other hand, no limit was ever placed on the number who could be recruited for 
the Red Cross Reserve. The War Department could restrict only the number 
of nurses who were placed on active duty as Reserve appointees; it could not— 
as in the case of other components—impose procurement objectives which 
limited the inactive as well as the active membership to a certain figure. 
Adherence to these procurement objectives for other corps sometimes reduced 
the number of transfers from inactive to active status by preventing the 
recruitment of new reservists who might be more amenable to accepting active 
duty or more available for performing it than the existing members. The 
Red Cross, however, could go on enlarging its backlog of Reserve nurses 
indefinitely, with the prospect that among the larger number more would be 
found to volunteer for active service. 


48 (1) Letter, Office of The Surgeon General (Executive Officer), to The Adjutant General, 10 Sept. 
1940, subject: Procurement of Reserve Nurses. (2) Letter, The Adjutant General, to each Corps 
Area Commander and The Surgeon General, 24 Sept. 1940, subject: Procurement of Reserve Nurses. 

49 (1) Annual Report of The Surgeon General, U.S. Army, Washington: U.S. Government Printing 
Office, 1941. (2) Statement of Medical Department Activities by Maj. Gen. James C. Magee, The 
Surgeon General, for the Sub-Committee of the Committee on Appropriations, House of Representatives, 
77th Cong., 1941, p. 10. (3) Blanchfield, Florence A., and Standlee, Mary W.: The Army Nurse Corps 
in World War II. [Official record.] 

50 (1) Letter, The Surgeon General, to The Adjutant General, 16 Dec. 1941, subject: Reserve 
Nurses. (2) Letter, The Adjutant General, to each Corps Area Commander and The Surgeon General, 
4 Jan. 1941, subject : Procurement of Reserve Nurses. 

51 See footnote 49 (1). 
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STUDENTS IN PROFESSIONAL SCHOOLS 


Only one phase of the problem of obtaining professional personnel has so 
far been discussed—that which concerned fully trained doctors, dentists, vet- 
erinarians, and sanitarians. This aspect overlaps the second phase of the 
problem, which concerned students in professional schools. Recent graduates 
were a highly regarded source of officer personnel. For them and for the 
community at large, the transition to military service was easier than for men 
already established in civilian practice. As a group, these young men were 
also physically best able to perform arduous military duties. The Medical 
Department was therefore anxious to obtain their services as soon as they had 
finished their education. But to do this, it was desirable to place a claim on 
them some time in advance—while they were still students. ‘They also had to 
be permitted to complete their studies, which meant protecting them against 
the draft and against a premature call to duty as officers. Thus, the phase of 
procurement having to do with fully trained doctors (and other professional 
personnel) merged with that of maintaining the source of future supply— 
students in professional schools. The civilian community was also interested 
in maintaining such a supply for its own needs, and the Medical Department 
could therefore cooperate with leaders of the civilian profession in protecting 
the student group. 

Although at the beginning of mobilization the Officers’ Reserve Corps 
seemed to contain ample numbers of dentists and veterinarians for immediate 
needs, it was early recognized that a continuing supply of men in those fields 
as well as in medicine could come only from the group of graduating students, 
interns, and residents if civilians as well as military needs were to be met. 


Medical Students 


In 1939, medical educators raised the question of how the Army would 
utilize its young Reserve officers who, upon the declaration of a national emer- 
gency, might be engaged in the study of medicine. Among those in process of 
receiving their medical education, the Army had some claim on those holding 
commissions in either medical or nonmedical sections of the Officers’ Reserve 
Corps, or enrolled in either of the corresponding sections of the Reserve 
Officers’ Training Corps. 

In February 1940, the War Department announced that Medical Corps 
Reserve officers would not be called up until they had completed one year of 
hospital internship.*? A considerable number of medical students, however, 
held commissions in nonmedical sections of the Officers’ Reserve Corps, com- 
missions which they had received on completing a course in the Reserve Offi- 
cers’ Training Corps undertaken during their premedical years. Retention of 
these commissions would have eliminated them as future officers in the Medical 


52 Letter, The Adjutant General, to all Corps Area and Department Commanders and The Surgeon 
General, 19 Feb. 1940, subject : Extended Active Duty for Medical Reserve Officers. 
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Corps. The growing possibility of war caused their status to receive careful 
study within the War Department. Asa result, the Department in April 1940 
authorized the transfer of these nonmedical Reserve officers to the Medical 
Administrative Corps section of the Officers’ Reserve Corps if they were full- 
time students in approved medical, dental, or veterinary schools, The transfer 
was to be effective only at the direction of the War Department during mobili- 
zation, and the call to active duty was made a function of The Surgeon Gen- 
eral. The War Department ordered the transfer in August 1940. By June 
1941, 529 medical, 48 dental, and 32 veterinary students had been transferred 
to the Medical Administrative Corps Reserve.** 

Students in the medical units of the Reserve Officers’ Training Corps were 
few; only 23 medical schools and colleges had such units and only a small per- 
centage of their students were enrolled. No similar units existed in dental or 
veterinary schools. There were many more nonmedical Reserve Officers’ 
Training Corps units in the educational institutions of the country, but how 
many premedical students belonged to them is unknown. In September 1940, 
the Selective Service Act granted deferment of service to third- and fourth- 
year students in all sections of the Reserve Officers’ Training Corps.** 

But the vast majority of medical students, interns, and residents had 
assumed no military obligations whatever. At first, The Surgeon General 
attempted to obtain for immediate service in the Medical Department some 
of those who had just completed their studies as interns or residents. Later on, 
as selective service became imminent, he tried to protect others of the unobli- 
gated group—veterinary and dental as well as medical students—from calls 
to service until they had finished their schooling. In the early months of 1940, 
The Surgeon General appealed to residents and interns (the latter after they 
had finished a year’s internship) to take commissions in the Officers’ Reserve 
Corps with the obligation of accepting active duty for 1 year beginning about 1 
July 1940. He appealed to them because he thought they might be more 
willing than others to accept such duty since they had not committed them- 
selves to practice. As their acceptance had to be voluntary, The Surgeon 
General was limited to publicity and persuasion in his efforts to commission 
these young physicians. 

When it seemed probable in the summer of 1940 that selective service would 
be introduced, the situation of students, interns, and residents changed con- 
siderably. The vast majority of them, not being members of the Officers’ Re- 
serve Corps or Reserve Officers’ Training Corps, could lay no claim to exemp- 
tion or deferment. The War Department made no plans to exempt them, and 
it was assumed that they would be faced with the choice of accepting commis- 
sions in the Medical Department Reserve or being inducted into the Army, in 
which case they would serve as privates. At the same time, the leaders of medi- 


53 (1) Letters, The Adjutant General, to Corps Area and Department Commanders and each Chief 
of Arm or Service, 17 Apr. 1940, and 25 Aug. 1940, subject: Special Mobilization Procedures for 
Procurement of Medical Department Reserve Officers Who are Students in Approved Schools. (2) See 
footnote 49 (1), p. 135. 
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cine, dentistry, and veterinary medicine expressed their concern over the harm 
these professions might suffer if the supply were cut off by an interruption of 
training. In this matter, Army authorities, including The Surgeon General 
and his assistants, had a dual responsibility. They must first of all provide 
the necessary medical service for an expanding Army. At the same time, they 
had to take into account the problems of civilian medicine during periods of 
mobilization and war. 


Commissioning of Interns 


The Surgeon General had followed the policy of approving interns’ ap- 
plications for commissions with the understanding that they would not be called 
to active duty before the completion of training. ** In May 1941, the War De- 
partment authorized the commissioning of interns in the Medical Corps Re- 
serve “with the understanding that they will be ordered to one year’s active 
duty immediately upon completion of their internship.” °° On 19 December 
1940, the War Department had issued an order authorizing appointment of a 
sufficient number of applicants to fill any vacancies in the procurement objec- 
tives of the Medical Department Officers’ Reserve Corps. Men accepting com- 
missions under the terms laid down in this order had to agree that they did not 
come within the category of those entitled to resign (granted by the law of 
August 1940 making active duty for reservists compulsory) and that they would 
not exercise the right if ordered to active duty. ** 


Deferment Under Selective Service 


The Selective Training and Service Act deferred the service of all college 
and university students until July 1941. Otherwise, local draft boards were to 
grant deferments for persons whose employment or activity was necessary to 
the maintenance of the national health, safety, or interest. Spokesmen for 
the medical profession objected to leaving the decision on interns and residents 
to the “wisdom or lack of wisdom” of the local draft boards, demanding that 
medical men should have a voice in deciding “what is important to protect 
in medical training and in the maintenance of American medical institu- 
tions.” °° A full-scale controversy was soon in progress, as the War Depart- 
ment attempted to persuade a large number of students who would graduate 
in June 1941 to apply for commissions in the Medical Corps Reserve. The 
procedure for granting such commissions was simplified in February 1941, 
and, as the end of the school year approached, considerable publicity was 
given to the plan among military authorities and deans of medical schools. The 


55 Statement of Brig. Gen. A. G. Love, Office of The Surgeon General, at Conference, Committee 
on Medical Preparedness, Chicago, 23 Nov. 1940, reported in the Journal of the American Medical 
Association, 7 Dec. 1940, p. 2008. 

56 Letter, The Adjutant General, to all Corps Area and Department Commanders and The Surgeon 
General, 26 May 1941, subject : Deferment of Medical Students. 

57 Letter, The Adjutant General, to each Corps Area and Department Commander and The Surgeon 
General, 19 Dec. 1940, subject : Appointment in the Medical Department Reserve. 

58 Wilbur, R. L.: Some War Aspects of Medicine. J.A.M.A. 116: 661-663, 22 Feb. 1941. 
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response was not satisfactory. Of the 5,000 male students who graduated in 
medicine in 1941, only 1,500 made application for commissions in the Medical 
Corps Reserve.*® Many interns and residents preferred to take their chance 
with the draft, knowing the reluctance of local boards to induct physicians as 
enlisted men. If actually drafted, that would be time enough to apply for a 
commission. 

The policy of the Selective Service authorities toward students was an 
important factor in the situation. Although at first this agency stood firmly 
against group deferments, it stated in February 1941 that it was of great im- 
portance that the supply of physicians “be not only maintained but encouraged 
to grow” and that no medical student or intern who gave promise of becoming 
an acceptable physician should be called for military duty prior to his becom- 
ing one. A short time later (May 1941), the Selective Service office made the 
same statement apropos of dental students.° There is no doubt that local 
boards placed vast numbers of students—medical, dental, and veterinary, as 
well as other—in class II and deferred them for occupational reasons. A com- 
pilation prepared by the Selective Service Administration covering the period 
from the passage of the Selective Service Act to Pearl Harbor shows the per- 
centage of deferred students in several fields of study : © 


Percentage in 
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Medical Administrative Corps Reserve Commissions 


In February 1941, The Surgeon General, linking a desire to build up the 
strength of the Reserve Corps with his wish to permit the continuance of train- 
ing in civilian schools, submitted to the War Department a detailed analysis 
of the problem with a recommendation that provision be made for the granting 
of commissions in the Medical Administrative Corps Reserve to junior and 
senior students not only in approved medical schools but in approved dental 


59 (1) Letter, The Adjutant General, to all Corps Area Commanders, 18 Feb. 1941, subject: Ap- 
pointment in Medical Corps Reserve of Graduates of Approved Medical Schools. (2) See footnote 
49(1), p. 135. 

60 (1) Memorandum I-91, National Headquarters, Selective Service System, for all State Direc- 
tors, 22 Apr. 1941, subject: Supplement to Memorandum I-62: Occupational Deferment of Doctors, 
Internees, and Medical Students (III). (2) Memorandum I-99, National Headquarters, Selective 
Service System, for all State Directors, 12 May 1941, subject: Supplement to Memorandum I-62: 
Occupational Deferment of Dentists and Dental Students (III). 
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and veterinary schools. This would have extended the practice already adopted 
to the case of interns but not yet formally approved by the War Department. 
In rejecting this new proposal, the General Staff expressed the view that “such 
action would constitute special treatment for a particular class of students 
which would result in exempting them from Selective Service”; exemptions 
from selective service could not be granted for any particular group unless it 
could be clearly demonstrated that personnel in that group would be required 
in key positions in industries essential to the national defense.” 

Under pressure from various medical and dental societies and backed by 
the knowledge that the Under Secretary of War, Robert P. Patterson, was 
keenly interested in the problem, on 10 May 1941 The Surgeon General again 
recommended to the War Department that either of the following actions be 
taken: To commission a medical student in the Medical Administrative 
Corps Reserve as soon as he was enrolled in a grade A medical school or to 
enroll him at that time in the Enlisted Reserve Corps for a period of 3 years 
and then commission him in the Medical Administrative Corps Reserve until 
graduation, when he would be commissioned in the Medical Corps Reserve 
and called to duty on completing his internship. 

On 26 May 1941, the War Department went part of the way by granting 
authority to commission as second lieutenants in the Medical Administrative 
Corps Reserve, after 1 July 1941, male junior and senior students in approved 
medical schools in the United States who were fit for military service. Under 
regulations published several weeks later, students so commissioned were trans- 
ferred to and retained in the War Department Reserve Pool * until eligible 
for appointment in the Medical Corps Reserve (at the end of their 4-year 
course). No examination except the physical was necessary. Appointments 
were to be made without reference to the procurement objective for the Medical 
Administrative Corps Reserve. Officers were to be discharged from the Re- 
serve if they discontinued their medical education, dropped out of school en- 
tirely, matriculated in an unapproved school of medicine, or failed to secure 
appointment in the Medical Corps Reserve within a year of the completion of 
the 4-year course in medical school.® Discharge from the Medical Adminis- 
trative Corps Reserve placed the individual again within the purview of selec- 
tive service. It will be noted that this grant of authority took no account of 
dental and veterinary students or of first- and second-year medical students. 
No further concessions, however, were made until after the outbreak of war. 


® Memorandum, The Surgeon General, for The Adjutant General, 18 Feb. 1941, subject: Com- 
missioning of Junior and Senior Students in the Medical Department Reserve Corps, with 1st endorse- 
ment thereto, 18 Mar. 1941. 

63 (1) Memorandum, Under Secretary of War, for General Marshall, 1 May 1941. (2) Memo- 
randum, The Surgeon General, for Assistant Chief of Staff, G—1, 10 May 1941. 

6 Officers in this pool could be ordered to active duty only with the approval of the War Depart- 
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Revival of Affiliated Units 


The affiliated Reserve units constituted a special type of Reserve, and, from 
the personnel viewpoint, they possessed a character in many respects different 
from that of other medical units. They had their own quotas and their own 
system of procurement, and their development affected the general personnel 
situation in a number of special ways. 


The Protective Mobilization Plan 


As the threat of war increased, the value of an affiliated Reserve such as 
that so successfully used in World War I again became evident. The Pro- 
tective Mobilization Plan of 1939 called for a number of tactical hospitals to be 
brought into service during the first months of an emergency. <A reserve of 
personnel for these hospitals composed of men and women highly skilled and 
already trained to work together as a unit would make them quickly available 
if the need arose. It was for this purpose that The Surgeon General, Maj. 
Gen. Charles R. Reynolds, in March 1939 proposed the revival of affiliated 
units. 

He had made the suggestion several times before without effect. This 
time, he submitted a formal and detailed request, beginning with a statement 
of the case for affiliated units. Hospitals called for by the Protective Mobili- 
zation Plan, he argued, must be completely integrated units with harmonious 
staffs of competent and qualified physicians and surgeons, which would be 
sufficiently coordinated and organized to be able to function in a theater of 
operations with a minimum of delay. General Reynolds stated it to be his 
firm conviction that such units would be forthcoming only if they were affili- 
ated in peacetime with large and well-staffed civilian hospitals. An obstacle 
to the provision of a superior medical service for mobilization, in any case, 
was the fact that the necessary specialists could not be recruited under existing 
Reserve regulations. These regulations provided that appointees to the Offi- 
cers Reserve Corps must be less than 35 years of age and must enter the corps 
as first lieutenants. Few of the outstanding specialists who would be needed 
in case of mobilization or war were under 35, for very few physicians acquired 
the desired proficiency before reaching that age. Those who were qualified 
could not be expected to accept commissions as first lieutenants and thus find 
themselves in the same grade with recent graduates of medical schools. 

On the basis of the facts just outlined, General Reynolds made a series of 
recommendations, the most important of which was that selected hospitals and 
medical schools rated as satisfactory by the American College of Surgeons and 
the American Medical Association be invited to organize hospital units. He 
also recommended that selected individuals in participating institutions, above 
the age of 35 years, be commissioned in the Reserve with grades (and oppor- 
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tunities for promotion) which were commensurate with their professional 
qualifications. 

During succeeding months, the War Department General Staff studied 
this proposal; it opposed the recommendation that officers be commissioned 
above the rank of first lieutenant as contravening current policy, but, on 3 
August 1939, the proposal was approved, subject to the determination of cer- 
tain details.°° These details concerned the proposed waiving of restrictions on 
the appointment, promotion, and training of Medical Department Reserve 
officers for these units. The Surgeon General was requested to submit recom- 
mendations on these points, and also on the allocation of units and other ad- 
ministrative details. 

In reply, General Magee, who had succeeded General Reynolds in June 
1939, advised that, as a beginning, all theater of operations hospitals provided 
for in the Protective Mobilization Plan—32 general, 17 evacuation, 13 surgical, 
and 4 station hospitals—be affiliated units. He proposed to allocate these, as 
far as possible, to institutions that had sponsored similar units in World War 
I. The commanding officer of each unit was to be a member of the Regular 
Army, as was the executive officer in general and evacuation hospitals; these 
two officers would join the unit when it was activated. It was recommended 
that all other officers be members of the Reserve. The unit director was to be 
the senior staff member, and he would be the responsible peacetime head of the 
organization. General Magee outlined a detailed procedure for the appoint- 
ment and promotion of Reserve officers which included authority to appoint 
officers between the ages of 23 and 55 to any grade for which there existed an 
appropriate vacancy. Promotion in the unit was to be by virtue of appoint- 
ment to a position which carried a higher grade. Withdrawal from the staff 
of the sponsoring institution would automatically operate to terminate the 
Reserve appointment. Active- and inactive-duty training requirements were 
also listed.% 

On 19 October 1939, General Magee submitted a revised list of sponsoring 
institutions, including all of the proposed units except the four station hospi- 
tals.°° War Department approval followed a month later. At the same time, 
The Surgeon General was given assignment jurisdiction over officer personnel 
prior to mobilization and was authorized to proceed with the organization of 
these affiliated units upon issuance of the necessary War Department direc- 
tive. Details of the plan were approved early in 1940.° 


66 Letter, The Adjutant General, to The Surgeon General, 3 Aug. 1939, subject: System of A ffiliat- 
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Organization of the units 


Meanwhile, the Office of The Surgeon General had been actively engaged 
in implementing this project. Once the sponsoring institutions had been 
chosen and approved, The Surgeon General notified these institutions, out- 
lined the plan, asked their acceptance of it, and requested them to begin the 
necessary work of establishing and training the proposed units. Upon re- 
ceipt of concurrence, the Office of The Surgeon General advised The Adjutant 
General, and thus affiliation was formally established.” 

The response during the spring and summer of 1940 was enthusiastic. 
Since the project had been first proposed, Germany had overrun Norway, 
France, and the Low Countries, and involvement of the United States seemed 
imminent to many. The resulting patriotic appeal was reinforced by the fact 
that most of the proposed sponsors had organized similar units in the First 
World War, and the old numerical designations were revived for the new units. 
Not only did the listed institutions respond to the appeal, but many others 
applied to General Magee during 1940 and 1941 for inclusion in the project. 
He rejected these offers, stating that the program might later be broadened to 
include additional smaller hospitals. 

The actual organization of the units through the commissioning and as- 
signment of officers was a long and tedious process, requiring many months to 
complete. Detailed instructions were distributed." | With rare exceptions, 
officer appointments made by the institution were not questioned by The Sur- 
geon General. The Office of The Surgeon General maintained contact with the 
sponsoring institutions through its Reserve Subdivision and during the organi- 
zation period established rosters of unit personnel. At the time, there was no 
definite provision for furnishing these hospitals with enlisted men. It turned 
out, however, that when the hospitals were activated—in 1942-43—a large 
part of this personnel was drawn from existing theater of operations hospital 
units. Another part came from the reception or training centers. Special 
arrangements were also made whereby men from the sponsoring institution 
ould be voluntarily inducted into the service and earmarked for assignment 
to the affiliated unit when it was activated.” 

The original list of hospitals proposed by The Surgeon General and 
approved by the General Staff provided for the necessary theater of operations 
hospitalization envisaged by the Protective Mobilization Plan for the first 120 
days of mobilization. There still remained the problem of insuring the addi- 
tional hospitalization required for the four successive augmentations of the 
basic plan. It had been The Surgeon General’s intention to create additional] 
affiliated units for this purpose, once the organization of the first group of 
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hospitals had been accomplished. By June 1940, the preparation of the ap- 
proved hospitals had proceeded sufficiently to make the organization of addi- 
tional affiliated units feasible. The widespread publicity given to the program 
had resulted, as already mentioned, in a large number of requests for affiliation 
from institutions not on the first list, including some that had sponsored units 
in 1917. It seemed the proper time therefore to expand the program. On 26 
June 1940, General Magee requested permission to organize additional hos- 
pitals. He proposed that neither the exact number of units nor their distri- 
bution be determined at that time. On 22 July 1940, the War Department 
approved the organization, as affiliated units, of an additional 36 general hos- 
pitals, 18 evacuation hospitals, and 10 surgical hospitals as part of the first 
augmentation of the Protective Mobilization Plan.’* This authorization almost 
doubled the number of affiliated hospitals to be made available. 

The original plan had been to provide, at the time of activation, Regular 
Army officers as commanding officers of these affiliated units who would replace 
the directors when the units were called into service. As the organization 
proceeded, however, it became apparent that in certain instances it would be 
desirable to continue unit directors as commanding officers during mobilization. 
Four unit directors, each of whom had had experience and training during 
World War I and who had maintained an unusually active interest in the 
Organized Reserve since that time, were considered qualified to command their 
units. General Magee recommended that these men receive mobilization assign- 
ments as commanding officers, and that officers of the Regular Army Medical 
Corps be assigned as executive officers. He further proposed that if similarly 
qualified directors were appointed in other units he should be authorized to 
make similar assignments. The request for the assignment of the four officers 
(fig. 28) was approved: Col. Thomas R. Goethals, MC, to the 6th General 
Hospital, Lt. Col. (later Col.) Henry R. Carstens, MC, to the 17th General 
Hospital, Col. E. T. Wentworth, MC, to the 19th General Hospital, and Col. 
J. G. Strohm, MC, to the 46th General Hospital; but The Surgeon General was 
required to make separate requests for future assignments, as these would 
involve changes in the approved allotments of officers.” 

By October 1941, the organization of affiliated units had reached an ad- 
vanced stage, and 41 general hospitals, 11 evacuation hospitals, and 4 surgical 
hospitals actually had been organized. A certain number of institutions had 
not shown interest in the project, and no personnel were assigned to those units; 
a number of additional units also were contemplated, but the Secretary of War 
had not yet authorized them.” 


73 Letter, The Surgeon General, to The Adjutant General, 26 June 1940, subject: Affiliated Units, 
Medical Department, with 1st endorsements thereto, 22 July 1940. 

74 Letter, The Surgeon General, to The Adjutant General, 18 June 1940, subject: Affiliated Units, 
Medical Department, with 1st endorsement thereto, 8 July 1940. 

* (1) Memorandum, Lt. Col. Francis M. Fitts, Office of The Surgeon General, 7 Oct. 1941, sub- 
ject: Status Report, Affiliated Units. (2) The publication cited in footnote 72(1), p. 143, contains 
lists (tables 6 and 7) of the affiliated general and evacuation hospitals, showing Army number, 
institution with which affiliated, dates of activation and embarkation, and initial destination. 
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Ficure 28.—Early appointments as commanders of affiliated units. Upper left: Col. 
Thomas R. Goethals, MC, to the 6th General Hospital. Upper right: Col. Henry R. 
Carstens, MC, to the 17th General Hospital. Lower left: Col. E. T. Wentworth, MC, to the 
19th General Hospital. Lower right: Col. J. G. Strohm, MC, to the 46th General Hospital. 
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Deferment of Active Duty for Members of Affiliated Units 


While affiliated units awaited activation, the Reserve officers in them en- 
joyed what amounted to a deferment of service. The possibility of calling the 
officers of these units to active duty received consideration in September and 
October 1940. During the spring and summer of that year when large numbers 
of Reserve officers in other categories were being called to duty, the directors 
of affiliated units were recruiting for their organizations on the understanding 
that appointees would remain on inactive status until the units themselves were 
called up. Following mobilization of the National Guard and the advent of 
selective service in the autumn of 1940, however, a number of persons suggested 
calling the officers of affiliated units individually to active duty. The Surgeon 
General not only rejected these proposals but attempted to get assurances from 
the War Department that neither individual reservists nor the affiliated units 
in which they served would be called to active duty before war came. While 
the General Staff would make no clear-cut declaration of policy to that effect, 
it followed (for the time being) The Surgeon General’s recommendation in 
practice.”° No affiliated unit was activated until after Pearl Harbor, and no 
steps were taken to call up individual members until still later (table 15). 

The urgent demand for additional Medical Corps officers throughout 1941 
drew attention once more to the affiliated units as a source of supply, and 
particularly to the more than two hundred Medical Corps Reserve officers in 
these units who were of draft age. In May 1941, The Surgeon General sub- 
mitted a recommendation to The Adjutant General that these officers be dis- 
charged from their special commissions and that upon application they then 
be appointed in the Reserve in the grade of first lieutenant and ordered to 
active duty as soon as their services were required; they were also to be in- 
structed that if their units were called they would be assigned for duty with 
them. Apparently, the heavy demand for additional officers prompted The 
Surgeon General to recommend a measure which would in effect have abrogated 


TABLE 15.—Medical Department officers of affiliated Reserve in affiliated medical units, 
February 1941 


Medical Dental Medical Total 
Status Corps Corps Administra- officers 
tive Corps 
Original appointments in the affiliated Reserve___- 547 53 13 613 
Transfers from nonaffiliated to affiliated Reserve__ 239 19 6 264 
Oban 42 Veen ae grre |. fees eee ee 786 V2 19 877 


Source: Report, Operations Service, Office of The Surgeon General, subject: Officers in Affiliated Units, as of 
February 26th, 1941. 


*6 (1) Memorandum, The Surgeon General, for Assistant Chief of Staff, G—1, 28 Sept. 1940. (2) 
Memorandum, The Adjutant General, for The Surgeon General, 29 Oct. 1940, subject: Mobilization of 
Affiliated Units. 
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the original understanding with some of the officers in the sponsoring institu- 
tions. To this recommendation, the War Department replied that a program 
to discharge affiliated Medical Corps Reserve officers from their commissions 
and permit them then to volunteer for appointment in the nonafliliated Reserve 
as first lieutenants would probably result in the loss of many officers. It was 
pointed out that many of these officers would not accept reappointment in that 
grade. However, the War Department authorized the discharge of affiliated 
officers above the rank of first lieutenant who, prior to discharge, volunteered 
to accept an immediate appointment in the nonafliliated Reserve in the lower 
rank. The number of affiliated Reserve officers who accepted active duty on 
these terms is unknown, but past experience indicates that it was probably 
approximately 2 percent.” 

While The Surgeon General was suggesting means of placing on active 
duty some of the officers in affiliated units already formed, he was also sanc- 
tioning the formation of additional units for use in case of war. In June 
1941, the general regulations for affiliated units were modified, providing for 
some amelioration of the condition mentioned above.** The Surgeon General 
announced that no additional appointments would be made to affiliated units 
in the age group eligible for induction under selective service. Officers of 
the nonafliliated Reserve who had been assigned without change of grade to 
affiliated units were to be considered as available for active duty. But officers 
of the affiliated Medical Corps Reserve could be brought on active duty only 
when they requested appointment in the nonafliliated Reserve in the grade of 
first lieutenant. 

The number of personnel assigned to affiliated units on 30 June 1941 is 
given in table 16. Of those shown, 1,257 Medical Corps, 122 Dental Corps, 
and 31 Medical Administrative Corps officers were said to belong to the affil- 
iated Reserve and the remainder to the nonaffiliated Reserve. In October 


TaBLE 16.— Medical Department officers in affiliated units, 30 June 1941 


Medical Dental Medical Ad- 
Type of hospital Corps Corps ministrative 
Corps 
eee ee ee ee 1, 144 157 44 
a hb 3 ieee ES an ooo We oie ie ee RE SE ACES Be 233 15 3 
Ppperaee Siew raises Pitas Spe” Sretriry thei oro _ itt: 37 4 2 
as se tliat ASS RARE 9 il er eh nia eg ae 1, 414 176 49 


ee Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Government Printing Office, 1941, 
‘pp. . 


77 (1) Letter. Office of The Surgeon General (Executive Officer), to The Adjutant General, 5 May 
1941, subject: Physicians of Draft Age Holding Commissions in Affiliated Units, with 1st endorsement 
thereto, 26 May 1941. (2) Letter, The Surgeon General, to The Adjutant General, 5 Aug. 1941, subject: 
Active Duty Orders for Medical Officers (Affiliated). cf 

78 Letter, Office of The Surgeon General, to each affiliating institution, 2 June 1941. 
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1941, 158 Medical Corps, 3 Dental Corps, and 1 Medical Administrative Corps 
officers from affiliated units were on active duty.’® Thus, the basic problem 
of obtaining the services of medical personnel in affiliated units for the rapidly 
expanding Army remained unsolved right up to the outbreak of war—and 
even afterward. 


OTHER SOURCES OF OFFICER PERSONNEL 


Additional sources of professional personnel for the Medical Department 
in the prewar years existed, but for a variety of reasons were still looked upon 

“off limits.” These included graduates of foreign and of substandard 
American medical schools, Japanese-Americans, female doctors and dentists, 
and certain other professional minorities. 


Graduates of Foreign and Substandard American Medical Schools 


Foreign graduates 


As early as 1933, the National Board of Medical Examiners, while not 
raising a general bar against graduates of foreign schools, stipulated that a 
student matriculating in a European medical school after the school year 
1933 would have to submit evidence of the following in order to be admitted 
to the board’s examination: (1) A premedical education equivalent to the 
requirements of the Association of American Medical Colleges and the Coun- 
cil on Medical Education of the American Medical Association; (2) gradua- 
tion from a European medical school after a course of at least 4 academic 
years; and (3) a license to practice medicine in the country in which that 
school was located. In 1939, the same board barred from its examinations 
the graduates of “extramural” (that is, not university connected) British 
medical schools.*° 

Army Regulations No. 140-33, issued on 30 July 1936, required a can- 
didate for the Medical Corps Reserve to possess a license to practice in a 
State, Territory, or the District of Columbia, or a diploma from the National 
Board of Medical Examiners; he must also hold the degree of Doctor of 
Medicine from a class A medical school—that is, one approved by the Ameri- 
can Medical Association. Although in the fall of 1940 The Surgeon General 
received many protests, both from individuals and from organizations such 
as the American Jewish Congress,*! protesting the exclusion of foreign grad- 
uates from the Medical Corps, a revision of AR 140-33 on 15 December 1940 
did not change essentially the previous conditions for admission to the Medical 
Corps. 


79 See footnotes 49(1), p. 1385, and 75(1), p. 144. 

80 Letter, Office of The Surgeon General (Colonel Lull), to George L. Cassidy, Associate Editor, 
New York Post, 14 Nov. 1940, with enclosure thereto. 

81 Letter, Carl Sherman, Chairman, Administrative Committee, American Jewish Congress, to 
Assistant Secretary of War, 28 Nov. 1940. 
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At that time, The Surgeon General stated that he himself had no means 
of classifying foreign medical schools definitively. While some were undoubt- 
edly satisfactory, there was considerable evidence that many did not have 
acceptable standards, and he did not desire to have the American soldier 
treated by physicians not fully qualified in accordance with the standards of 
approved American schools.*? Several officers who were in the Surgeon Gen- 
eral’s Office at the time have restated and enlarged upon these points. Brig. 
Gen. Albert G. Love (Ret.) has pointed out that “in the years prior to World 
War II, the American Medical Association had done * * * a tremendous job 
in classifying medical schools, raising the standard of medical education, and 
forcing substandard schools to raise their standards or close their doors.” 
A former staff member of The Surgeon General’s Personnel Division, who 
dealt with hundreds of graduates of foreign medical schools, wrote that “some 
were unquestionably well qualified professionally, mentally, physically and 
socially. Others, were, however, very undesirable as Medical Corps officers 
* * * many had failed in American medical schools before entering foreign 
schools. Others had Arts school academic averages so low that their admis- 
sion to an approved [medical] school was not justified. It was also known 
that many European medical schools, particularly German, had deteriorated 
rapidly in the late twenties and in the thirties.** 

Also in December, 1940, Dr. J. John Kristal, Chairman of the Executive 
Committee of the American Alumni of British Medical Schools, wrote to Dr. 
Irvin Abell, Chairman of the Committee on Medical Preparedness of the 
American Medical Association, listing six “quite stringent” requirements that 
might be established for graduates of the British medical schools in order to 
obtain commissions in the U.S. Army Medical Corps Reserve. His proposal was 
approved by The Surgeon General who on 30 December 1940 forwarded it to 
the War Department General Staff, substituting, however, the word “foreign” 
where Dr. Kristal had used “British,” and including a stipulation of citizen- 
ship. The six requirements were as follows: 

1. They shall be citizens of the United States. They shall present satisfactory 
‘evidence of premedical education equivalent to the requirements of the Association of 
American Medical Colleges and the Council on Medical Education of the American Medical 
Association. 

2. They shall have completed a medical course of at least four academic years. 

3. They shall have obtained a license to practice in the country in which the medical 
school from which they graduated is located. 

4. They shall have evidence of a year’s internship or more in a hospital acceptable to 
the Council on Medical Education and the Committee on Hospitals of the American Medical 
Association. 

5. They shall be eligible to take the examination given by the National Board of 
Examiners. 


6. They shall have a license to practice medicine in some state or territory of the 
United States. 


82 Letter, Office of The Surgeon General (Colonel Lull), to The Adjutant General, 23 Nov. 1940. 

88 (1) Letter, Brig. Gen. Albert G. Love (Ret.) to Col. John B. Coates, Jr., Director, Historical Unit, 
U.S. Army Medical Service, 29 Nov. 1955. (2) Letter, Col. Paul A. Paden, to Col. C. H. Goddard, 
Office of The Surgeon General, 21 Jan. 1952. 
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Two months later (5 February 1941), the War Department General Staff 
approved these recommendations.** 


Graduates of unapproved American schools 


As to graduates of unapproved schools in the United States, The Surgeon 
General continued to hold that they should be rejected, urging that as soldiers 
had to take what the Army offered in the way of doctors they should be afforded 
at least the protection which most States accorded them as civilians. There- 
fore, only doctors who could be licensed to practice in a majority of the States 
should be granted commissions in the Medical Corps.*° (The graduates of 
these unapproved schools could receive licenses in only one or two States.) 

Again, as in the case of graduates of foreign schools, objections were raised 
to the existing policy. This time, however, it was felt that considering the 
shortage both in the Armed Forces and in civilian life the policy not only sub- 
jected doctors to the chance of being drafted, after which they would serve not 
as doctors but as enlisted men,®* but also that it worked to the economic disad- 
vantage of doctors already in the service. “When these men get out of the 
Army,” the president of a State medical society wrote to The Surgeon General, 
“they will find that [graduates of unapproved schools] have adopted [that is, 
taken over| their practices.” He considered this an unfair advantage to take 
of any doctor and asked if it was possible to commission graduates of unap- 
proved schools as second lieutenants “or some lower commission” and allow 
them to serve as mess or sanitary officers. The Surgeon General replied that 
the advantage given to graduates of unapproved schools was more apparent 
than real. However, he held out a promise: “If the general thought of the 
medical profession should be that these men should be accepted on the same 
footing as graduates of Grade A schools, thought can be given to a modification 
of our present practice.” °7 

Soon, thereafter, the Directing Board of the Procurement and Assignment 
Service suggested terms on which graduates of unapproved medical schools 
might be accepted for commissions. In April 1942, accordingly, The Surgeon 
General announced that such graduates would be commissioned in the Medical 


8 (1) Letter, Office of The Surgeon General (Col. G. F. Lull), to The Adjutant General, 30 Dec. 
1940, subject: Appointment of Graduates of Foreign Medical Schools. (2) Letter, The Adjutant 
General, to The Surgeon General, 5 Feb. 1941, subject: Appointments of Graduates of Foreign Medical 
Schools in Medical Department Reserve. (3) Letter, The Adjutant General, to Corps Area and Depart- 
ment Commanders and The Surgeon General, 5 Feb. 1941, subject: Appointments of Graduates of 
Foreign Medical Schools in Medical Department Reserve. 

8 Letter, The Adjutant General, to President, Association of Medical Students, Middlesex Hospital, 
Cambridge, Mass., 22 Dec. 1941. (The Surgeon General had sent this reply to The Adjutant General 
for forwarding to the president of the Association of Medical Students, 16 Dee. 1941.) 

86 (1) Letter, Dr. John F. McGuinness, Woburn, Mass., to President Roosevelt, 7 Jan. 1942. (2) 
Letter, Senator C. Wayland Brooks (III), to The Surgeon General, 13 Feb. 1942. (3) Letter, Joseph 
H. Dorfman, Detachment Commander, Headquarters Detachment, Detachment of Illinois, Sons of 
American Legion, to The Surgeon General, 10 Feb. 1942. 

87 (1) Letter, President, Massachusetts Medical Society, to Surgeon General Magee, 31 Jan. 1942. 
(2) Letter, Surgeon General Magee, to Dr. Frank R. Ober, President, Massachusetts Medical Society, 
7 Feb. 1942. 
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Corps of the Army of the United States if they met the following conditions: 
The applicant must, in addition to possessing the doctor of medicine degree, 
have had a 1 year’s rotating internship, and have a license to practice medicine 
in one of the States or in the District of Columbia; he must also have been 
engaged in the ethical practice of medicine and must present five letters to this 
effect from doctors who knew him and who were graduates of recognized 
schools of medicine. The Surgeon General would determine whether the 
graduate was eligible. The final stipulation—that the applicant must be a 
member of his local county medical society and be indorsed by his State medi- 
cal society—had to be changed later because some medical societies refused to 
admit graduates of unapproved schools until they had been practicing for 5 
years. The Surgeon General agreed, therefore, that he would accept those 
who met the other conditions if they presented a statement from the secretary 
of the county or district medical society that they were engaged in the ethical 
practice of medicine and would be eligible for society membership except for 
the fact that they had been in practice less than 5 years.** Schools whose 
graduates the Medical Department agreed to accept on these terms were 
Middlesex University College of Medicine, the Chicago College of Medicine, 
and the Cincinnati College of Eclectic Medicine. The Surgeon General 
judged the graduates of two other schools more on their individual merits. 
Doctors graduated from any of these unapproved schools were commissioned 
only in the grade of first lieutenant. 

When in the fall of 1943 the State authorities of Massachusetts declared 
that graduates of the Middlesex University College of Medicine would not be 
eligible for the licensing examinations held after June 1944, the Medical De- 
partment refused to recommend for appointment additional graduates of 
that school (not waiting until Massachusetts examined the last ones it had 
stipulated it would admit to examinations) ; in July 1944, the Medical Depart- 
ment announced, however, that it would accept recent graduates of that school 
under terms previously in effect. No figures are available on the total number 
of graduates of unapproved schools who joined the Army Medical Corps under 
the terms laid down by The Surgeon General, although in early 1944 it was 
stated that between 200 and 300 graduates of Middlesex University College 
of Medicine alone had been appointed. 

The problem of unapproved schools did not arise in the case of dentists, 
there being no such dental schools. As for veterinary schools, The Surgeon 
General refused to commission graduates of the sole unapproved institution of 


88 (1) Letter, The Adjutant General, to The Surgeon General, 28 Apr. 1942, subject: Admission of 
Graduates of Certain Nonrecognized Schools of Medicine to the Army of the United States. (2) Letter, 
The Surgeon General, to Dr. Frank H. Lahey, Boston, Mass, 15 July 1942. 

8° (1) Letter, The Surgeon General, to Dr. Frank H. Lahey, War Manpower Commission, 24 Aug. 
1942. (2) Memorandum, The Surgeon General, for Officer Procurement Service, Army Service Forces, 
Attn: Col. E. G. Welsh, Acting Director, 3 Dec. 1943, subject : Discontinuance of Appointments * * * 
of Graduates of Middlesex University College of Medicine. (3) Memorandum, The Surgeon General, 
for Director, Officer Procurement Service, Army Service Forces, 20 July 1944, subject : Middlesex Uni- 
versity School of Medicine. (4) Letter, The Surgeon General, to The Adjutant General (for forwarding 
to the Hon. David I. Walsh, U.S. Senator (Mass.)), 7 Jan. 1944. 
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that kind, the veterinary school of Middlesex University.°° Graduates of that 
school who were drafted served in enlisted status—unless they received com- 
missions in an officer component, such as the Medical Administrative Corps, 
which required completion of the regular course at an officer candidate school. 


Alien and Naturalized Physicians 


Alien and naturalized physicians in the Army in an enlisted status could 
be commissioned in the Army of the United States provided they met the 
following requirements: (1) Citizens of cobelligerent Allied countries had to 
meet requirements for professional training and the necessary War Department 
investigations, such as those of the Military Intelligence Service and the 
Provost Marshal. Such applicants had to have a release from the military 
attaché of their country’s legation in the United States, and as The Surgeon 
General pointed out, that process involved many difficulties. Since the appli- 
cant’s government had to be acceptable to the U.S. Department of State, it 
was often necessary for The Adjutant General to determine from day to day 
that Department’s evalution of the foreign government concerned. (2) Enemy 
aliens had to meet the investigation of all agencies, including that of the 
Assistant Chief of Staff, G-2 (intelligence), and in addition had to be natu- 
ralized. (Naturalization had been rendered easier in March 1942 by an enact- 
ment of Congress that persons who had served 3 months in enlisted status 
could obtain citizenship immediately.)°* They must, moreover, have arrived 
in this country before 1 January 1938, and also “as a general, but less rigid 
rule,” they had to prove that they did not have relatives remaining in enemy 
countries. (This meant that, even though naturalized, they had some of the 
legal disabilities of aliens.) As a further barrier, most foreign physicians 
applying for commissions had been educated in foreign schools and hence had to 
meet the special requirements The Surgeon General had laid down for such 
graduates.°* 

The question of what to do about alien physicians not serving in the Army 
was a matter of concern to the Procurement and Assignment Service. Since 
many States required applicants to establish American citizenship as one pre- 
requisite to admission to State licensing examinations, and other States issued 
temporary licenses which were subject to cancellation unless the holder obtained 
American citizenship within a specified time, the Department of Justice took 
steps in January 1943 to have the Immigration and Naturalization Service 
assist in relieving the shortage of civilian physicians by expediting the legal 
process of naturalizing alien physicians. 


© Letter, Office of The Surgeon General (Col. J. F. Crosby, VC), to Dr. Louis Karasoff, Middletown, 
N.Y., 17 Apr. 1942, with 2d wrapper endorsement thereto, 10 Jan. 1945. 

9156 Stat. 182. 

* Memorandum, The Surgeon General (Chief, Personnel Service), to Col. Richard H. Banes, 
Medical Division, National Headquarters, Selective Service, 8 Feb. 1943. 
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Japanese-American Medical Personnel 


Physicians and dentists 


Japanese-American citizens were treated differently from other groups. 
The Surgeon General recommended in May 1942 against commissioning them, 
whether they were serving in enlisted status or were civilians. He stated that 
although they might meet all the requirements for commissions “they would 
be placed at a personal disadvantage and in many embarrassing positions. 
They would inspire a lack of confidence and distrust throughout the 
Army * * * rendering no military value and being under suspicion at all 
times.” °° 

Regulations prohibited the assignment of Japanese-American officers to 
units made up of others than their own group. At Camp Shelby, Miss., how- 
ever, when the 442d Regimental Combat Team (a Japanese-American unit) 
had an oversupply of doctors and dentists, the commander loaned one of the 
doctors to another unit and the excess dentists to the camp dental clinic, where 
their services proved very satisfactory. They could not, however, be per- 
manently assigned to these organizations for the reason stated above. On a 
visit to Camp Shelby in October 1943, the Assistant Secretary of War learned 
of this incident and called it to the attention of The Surgeon General as an 
indication of what might be done if War Department policy were changed, 
remarking that Japanese-American medical talent was “not being usefully 
employed.” The Surgeon General followed this suggestion by attempting to 
detach some of the Japanese-American doctors from the Army Ground Forces, 
but without success. 


Nurses 


The question of whether to commission nurses who were Nisei (that is, 
American citizens of Japanese ancestry) caused considerable discussion, par- 
ticularly after it had been announced (January 1945) that a draft of nurses 
was necessary to meet the Army’s needs. The Surgeon General had previously 
stated that there were no position vacancies for Nisei nurses. This assumed 
that because of their racial background they could be placed only in special 
jobs. Possibly the belief existed in some quarters that use of such nurses 
would antagonize soldier patients. In August 1944, however, the Secretary of 
War ruled out the factor of race by announcing that qualified Nisei nurses 
could be appointed in the Army if their loyalty was vouched for by the 


8 Letter, Office of The Surgeon General (Col. J. A. Rogers, Executive Officer), to The Adjutant 
General, 11 May 1942, subject: Physicians, Dentists, and Veterinarians of Japanese Ancestry. 

*{(1) Letter, Assistant Secretary of War, to The Surgeon General, 23 Oct. 1943. (2) Letter, 
Surgeon General Kirk, to Assistant Secretary of War (McCloy), 10 Nov. 1943. 
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Provost Marshal General’s Department, and that The Surgeon General would 
direct their assignment to duty.®* 

Early in 1945, the Surgeon General’s Office estimated that about 300 of the 
800 Nisei nurses in the United States would be available for military duty. 
Under pressure from the New York newspaper, PJ, which had also previously 
criticised him for rejecting these nurses because there were no vacancies for 
them, The Surgeon General announced that he would take them on the terms 
laid down by the Secretary of War. This meant that while they were subject to 
the same conditions of availability, professional training, and physical condi- 
tion as other nurses they would not be rejected because of ancestry alone. They 
would, however, be used only in the United States. These transactions did not 
lead to the admission of any large number of Nisei nurses into the Army. By 
February 1945, only four had been appointed, all that were accepted during 
the war. 


Female Doctors and Dentists 


With a few possible exceptions, before World War II, the Army had not 
accepted women of any group in full commissioned status,*’ although nurses 
had held relative rank. In late 1942, dietitians and physical therapists re- 
ceived the same status. During World War I, 55 female doctors had served 
on a contract basis.°* Even before World War II, certain civilian groups had 
agitated to have women commissioned in the Medical Corps in the event of 
war. In England, after war broke out, female doctors were commissioned in 
the “women’s forces,” but not in the Royal Army Medical Corps.®® 

In June 1942, the Services of Supply took steps to procure female doctors, 
not for service with the Medical Corps, but with the Women’s Auxiliary Army 
Corps. They served as contract surgeons when first placed on duty and if 
found acceptable were made members of the corps, in the status of “second 
officer,” which was not a commissioned status. In January 1943, 25 female 
doctors were assigned to the Women’s Auxiliary Army Corps or were being 
considered for assignment.°° 

In 1942, The Surgeon General testified before the Committee to Study the 
Medical Department that he had requested that a few women doctors be com- 


% Letter, G—1, to The Adjutant General, 11 Aug. 1944, subject: Enlistment of Japanese-American 
Nurses. 

96 (1) Memorandum, Acting Chief, Personnel Service, Office of The Surgeon General, for The 
Surgeon General (and others), 17 Mar. 1945. (2) Weekly Diary, Acting Chief, Personnel Service, 
Office of The Surgeon General, week ending 17 Mar. 1945. (8) Manuscript, Col. [Florence A.] Blanch- 
field, and Mary [W.] Standlee, The Appointment of Racial Minorities in the Army Nurse Corps, p. 82. 

87 During the Civil War, at least one woman, a Dr. Mary Walker, was commissioned as an 
Assistant Surgeon. (Letter, Office of The Surgeon General (Col. Albert G. Love), to Dr. Morris 
Fishbein, American Medical Association, 5 Apr. 19438.) 

8 Letter, Office of The Surgeon General (Lt. Col. Francis M. Fitts), to Unit Director, 2d General 
Hospital, Presbyterian Hospital, N.Y., 16 Aug. 1941. 

% Crew, F. A. E.: Army Medical Services, Administration. London: Her Majesty’s Stationery 
Office, 1953, vol. 1, p. 206. 

10 Memorandum, Office of The Surgeon General (Brig. Gen. Larry B. McAfee, Acting Surgeon 
General), for Commanding General, Services of Supply, 4 Jan.. 19438, subject: Utilization of Women 
Doctors, with 1st endorsement thereto, 19 Jan. 1943. 
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missioned to serve the Women’s Auxiliary Army Corps, but the Comptroller 
of the United States had informed him that women could not hold com- 
missioned rank in the Army of the United States. A few months later, he 
reiterated the Comptroller General’s ruling to General Somervell and added 
that if enabling legislation were introduced, women belonging to other pro- 
fessional and technical groups might feel that they had been discriminated 
against. He stated that there was no other objection to commissioning quali- 
fied female doctors in the Army of the United States, but suggested that their 
use be limited to service with the Women’s Auxiliary Army Corps either in 
the United States or abroad. The Secretary of War, undeterred by the thought 
that introduction of a bill to grant commissions to female doctors might an- 
tagonize women of other professional and technical groups, pressed for such 
legislation; he suggested that, once commissioned, female doctors should be 
confined for the time being to duties with the Women’s Auxiliary Army Corps 
and to hospitals where there was a large number of women patients. 

The necessary legislation was passed in April 1943. Applying to both 
Army and Navy, it provided that licensed female physicians could be granted 
commissions in the Army of the United States or the Naval Reserve, “during the 
present war and six months thereafter.” Such officers were to enjoy the same 
rights, privileges, and benefits as other members of those organizations having 
the same grade and length of service. This law did not limit their service 
to the United States, and a number served abroad. It made female doctors the 
first women to hold full commissioned rank in the Army of the United States, 
antedating not only the nurses,’ dietitians, and physical therapists (by more 
than a year), but the officers in the Women’s Army Corps, who attained that 
status a few months later (1 July 1943). 

Desirable though it was in itself, the new law did little to meet the Medical 
Department’s demand for personnel. Although the Army placed no limit on 
the number of professionally and physically qualified female doctors it would 
accept, only 76, or 1 percent of the approximately 7,600 women doctors in the 
United States, were ultimately commissioned.’’? On 28 February 1945, when 74 
women were serving in the Army Medical Corps, 4 were majors, 36 captains, and 
34 first lieutenants; on the same date, 17 were overseas. At least one received 
a promotion to the grade of lieutenant colonel upon being separated from the 
Army.?° 

Between June 1943 and March 1945, several attempts were made in Con- 
gress to authorize the commissioning of women dentists, but ail attempts failed, 


10157 Stat. 65. 

1022 Two exceptions were the Army Nurse Corps Superintendent, and her Assistant Superintendent, 
promoted to the grade of colonel and lieutenant colonel, respectively, in March 1942. (Letter, Col. 
Florence A. Blanchfield, USA (Ret.), to Col. J. B. Coates, Jr., MC, Director, Historical Unit, U.S. 
Army Medical Service, 21 Feb. 1956.) 

103 (1) Memorandum, Lt. Col. D. G. Hall, Office of The Surgeon General, for Brig. Gen. G. F. 
Lull and Col. J. R. Hudnall, Office of The Surgeon General, 21 Apr. 1943. (2) Sixteenth Census of 
the United States: 1940, Population: The Labor Force, vol. III, p. 75 (table 58). 

10 Army Medical Bulletin No. 88, 1945. p. 50. 
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probably because the War Department felt that there was no shortage of 
dentists in the Army.?” 


Other Minority Groups 


Efforts to secure commissioned status for certain other groups serving in 
the enlisted ranks occurred spasmodically throughout the emergency and war 
periods. Groups who sought such status included chiropractors, optometrists, 
osteopaths, and podiatrists. Of these groups, the optometrists alone were 
commissioned and these only after the cessation of hostilities. 


CONTRIBUTIONS OF ORGANIZED MEDICINE AND NURSING 


Before the end of 1940, civilian professional organizations in the medical 
field were becoming involved in the process of recruiting medical officers and 
nurses for the Army. The most influential of these organizations was the 
American Medical Association, whose interest in procurement extended beyond 
the Reserves—at first the main source of officers—and included the entire 
civilian profession. It was for this reason that The Surgeon General requested 
the cooperation of the association. To obtain much larger numbers of officers 
than it already had, the Medical Department would have to go outside the 
ranks of those previously enrolled in the Reserves and recruit officers directly 
from civilian life. Moreover, if a major war occurred, even though the United 
States had more physicians per capita of population than any other country,’ 
the supply would have to be rationed between the military and civilian medical 
services. The civilian professional organizations would be vitally interested 
in both processes and might render valuable aid in solving the problems they 
involved. <A precedent for collaboration had been set during World War I, 
when the American Medical Association and its constituent groups, the State 
medical societies, had participated in the recruitment of medical officers. 


Committee on Medical Preparedness 


The American Medical Association, having offered its services to the Fed- 
eral Government in May 1940, responded to The Surgeon General’s request at its 
annual session in June 1940 by creating a Committee on Medical Preparedness. 
This committee, consisting of 10 members, was to establish and maintain contact 
with appropriate governmental agencies “so as to make available at the earliest 
possible moment every facility that the American Medical Association can 


105 Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955. 

10 According to figures compiled probably in 1942, by the Procurement and Assignment Service 
for Physicians, Dentists, and Veterinarians, the United States had 1 physician for each 750 people. 
The latest figures available for other countries, published in 1932, showed that England and Wales, 
on the other hand, had only 1 for each 1,490; Germany, 1 for each 1,560; France, 1 for each 1,690; 
nee Sweden, 1 for each 2,890. ‘Final Report of the Commission on Medical Education” (New York, 
1932), p. 99. 
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offer for the health and safety of the American people and the maintenance of 
American democracy.” *°? The committee was to cooperate with the Advisory 
Commission to the Council of National Defense, the U.S. Public Health Service, 
and other Federal agencies, as well as with the Medical Department of the 
Army and the Bureau of Medicine and Surgery of the Navy. The committee 
was also to consider problems in other fields besides those concerned with 
providing medical personnel for military needs. 

At the same session, the American Medical Association considered a plan 
presented by The Surgeon General of the Army; at his request, it agreed to con- 
duct a survey of the medical profession, and accepted in principle his sug- 
gested procedure for designating physicians who could be spared from civilian 
practice and brought into the Army. The plan had to receive the sanction 
of the General Staff before it could become in all respects operative, and was 
evidently intended to take full effect only “in the event of a national emergency 
of great magnitude” °*—or, more specifically, a war. 

The survey of the medical profession, however, was undertaken immedi- 
ately by the Committee on Medical Preparedness. To get information for the 
preparation of a roster, the committee sent questionnaires to all physicians in 
the United States. The committee realized that the returns would be based on 
the individual doctor’s own estimate of his availability and utility as a medical 
officer, but it planned to control this by using data from the various specialty 
boards and other information in the possession of the American Medical Asso- 
ciation. The questionnaire was a single-sheet schedule, coded for transfer to 
machine record cards. In addition to the usual personal data, the committee 
asked for information concerning details of medical education, licensure, mem- 
bership in medical societies, full-time appointments, type of practice, certifica- 
tion of examining boards, details of specialty practice, previous military ex- 
perience, present commission, willingness to volunteer in the event of war, 
“service you consider yourself best qualified to perform,” and_ physical 
disabilities.2” 

The questionnaires were mailed in July 1940. Eventually, more than 
185,000 physicians received them, and by 2 January 1942, 85.8 percent had been 
returned. About 26,000 had to be completed for those who failed to do so for 
themselves. These were prepared from available information on file in the 
offices of the State and county medical societies. Eventually, 96 percent of the 
questionnaires were completed.“° Meanwhile, the process of transferring the 
information on the returned questionnaires to punchcards began, and the cards 
were sorted into specialist groups and others. Various directories and lists 
were constantly used in editing the returns. 

The object of the survey was to determine (1) the number of physicians 
licensed to practice medicine, (2) the number suitable for active service and the 


107 Medical Preparedness. J.A.M.A. 114: 2466, 22 June 1940. 

108 Memorandum, Colonel Dunham, for The Surgeon General, 14 June 1940. 

109 Medical Preparedness. J.A.M.A. 115: 137, 13 July 1940. 

n° Information from Lt. Col. Harold C. Lueth, MC, former liaison officer, Office of The Surgeon 
General, with Chicago office of the American Medical Association, 26 May 1945. 
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Figure 29.—Lt. Col. Harold C. Lueth, MC, liaison officer from 
the Office of The Surgeon General, to American Medical Asso- 
ciation, 1942—45. 


number incapacitated, (3) the number and location of physicians who were 
qualified and available for the Armed Forces and for other essential services 
in case of national emergency, (4) the number available for service to the civil- 
ian population under emergency conditions, (5) the availability and qualifica- 
tions of those who could serve in special fields of medicine, (6) the number and 
identity of physicians qualified for teaching and research who were essential to 
the maintenance of educational institutions, and (7) the number, age, qualifica- 
tion, availability, and other characteristics of all members of the medical 
profession. 

In planning and carrying out this project, there was close liaison between 
the Committee on Medical Preparedness and the Office of The Surgeon General. 
The latter assigned a representative, Lt. Col. (later Col.) Charles G. Hutter, 
MC, to the headquarters of the American Medical Association in Chicago; he 
reported for duty in October 1940. His successor, from 15 March 1942 to 26 
March 1945, was Lt. Col. Harold C. Lueth, MC (fig. 29). An important part 
of the haison work consisted of an exchange of information. From data sup- 
plied by corps area commanders, the Journal of the American Medical Associa- 
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tion published weekly lists of Medical Corps Reserve officers ordered to active 
duty, and the same information was recorded in the files of the committee. In 
turn, the corps area surgeons were assisted in the classification and procurement 
of Reserve officers by members of the committee.1™ 

When the federalization of the National Guard and the inauguration of 
selective service created a heavy demand for more medical officers in the fall 
of 1940, the Committee on Medical Preparedness offered to aid in procuring 
and classifying physicians qualified to act as chiefs of services, if a sufficient 
number could not be obtained from the Reserve. The Surgeon General 
accepted this offer. 


Acceptance of The Surgeon General’s Plan 


Meanwhile, in August 1940, The Surgeon General presented to the General 
Staff for approval a revised version of the plan placed before the American 
Medical Association in June. The original plan had involved a rather elabo- 
rate system of cooperation between Army authorities and the national, State, 
and county organizations of the American Medical Association for the purpose 
of designating physicians available forthe Army. This one developed the first 
more fully in some respects and curtailed it in others. The General Staff criti- 
cized two points of the proposal—the decentralization of responsibility for the 
Army’s part in the program to the corps area commanders and the commission- 
ing of newly appointed civilians in a rank appropriate to the position they were 
to fill. Nonmedical officers of the War Department had difficulty in appreciat- 
ing the fact that the average Medical Department Reserve officer who held 
advanced rank by virtue of length of service and the fulfillment of certain non- 
professional training requirements was not necessarily qualified to act as chief 
of the medical or the surgical service in a large hospital. To bring in qualified 
civilians for such positions and commission them in grades appropriate to their 
responsibilities meant changing the rules pertaining to rank and promotion in 
the Reserves, which the General Staff wished to uphold. After some discus- 
sion, however, G—1 was inclined to go part of the way, conceding that the grade 
should “in all cases be appropriate to the age of the applicant.” *” 

The approved version of the plan appeared on 3 February 1941.1 It 
made no mention of advanced rank (although this was already being granted 
in some cases) and allowed for only a small part of the decentralization which 


41 (1) Letter, Office of The Surgeon General, to each Corps Area Surgeon, 30 Oct. 1940, subject: 
Weekly Report for Liaison Officer, U.S. Army, in Care of the American Medical Association. (2) Letter, 
Office of The Surgeon General, to Corps Area Surgeons, 27 Noy. 1940, subject: Assistance of the 
American Medical Association in Classification and Procurement of Physicians. 

12 Memorandum, Office of The Surgeon General (Col. L. B. McAfee), for Assistant Chief of 
Staff, G—1, for Chief of Staff, 7 Oct. 1940, subject: Assistance of American Medical Association in 
Classification and Procurement of Physicians. 

13 Letter, The Adjutant General, to The Surgeon General and Corps Area and Department Com- 
manders, 3 Feb. 1941, subject: Assistance of American Medical Association in the Classification and 
Procurement of Physicians. 
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The Surgeon General had recommended as a means of speeding the appointment 
of new medical officers. The plan stated that the American Medical Associa- 
tion would prepare and maintain a roster of civilian physicians, with their 
specialties and qualifications, who had agreed to accept commissions in the 
Army of the United States when needed for active duty in a “national emer- 
gency.” The Surgeon General was to designate one or more officers to represent 
him at the headquarters of the American Medical Association in Chicago for 
all matters concerning the association and the Medical Corps Reserve. Vacan- 
cles existing in any corps area were to be reported to the War Department, 
which would attempt to fill them by transfers of Reserve officers from the Arm 
and Service Assignment Group or from the surplus of other corps areas before 
the services of the American Medical Association were called upon. If no 
qualified Reserve officers could be found, The Surgeon General was to notify 
the American Medical Association concerning the professional vacancies 
required to be filled and their respective locations. His representative would 
then forward the recommendations of the association to the corps area com- 
mander who would have the designated person or persons examined physically 
and send their applications for commissions to The Adjutant General for final 
action. The corps area commander could not grant waivers for physical 
defects, but could reject an applicant on these grounds. Applicants appointed 
in this way must not be more than 55 years of age and their appearance before 
the examining board would be dispensed with. 

The War Department General Staff announced that the plan would be 
put in operation “at such time as the War Department may direct.” It 
took no further action before Pearl Harbor. Nevertheless, The Surgeon Gen- 
eral, the American Medical Association, and the corps areas had already car- 
ried out some features of the plan before it was approved. The American 
Medical Association had compiled its roster (which was intended to include 
all physicians in the country, not merely those willing to accept commissions) , 
The Surgeon General had appointed his liaison officer with the association 
in Chicago, and information had been exchanged concerning the availability 
of civilian physicians for certain appointments in the Army. 

The plan, while it might have met the requirements of a war situation 
from a military standpoint, would not have insured adequate civilian medi- 
cal service under war conditions. In his original proposal to the American 
Medical Association, The Surgeon General had made the point that in time 
of war such a plan would “distribute the professional load, and if properly 
administered, should prevent the stripping of rural and isolated communities 
of their necessary medical personnel.” ™* This was a point that greatly con- 
cerned the profession before and during the war. But, in the first place, 
neither The Surgeon General’s original plan nor the one finally approved 
by the War Department specifically exempted members of the Reserves from 
a call to active duty even if their departure should “strip” the local com- 


14 See footnote 108, p. 157. 
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munities. As early as November 1940, the secretary of the American Medi- 
cal Association warned the Surgeon General’s Office that certain localities 
in Kentucky and Tennessee were being deprived of doctors by that means.!™ 
Moreover, nothing prevented a civilian doctor from volunteering his services 
to the Army, and only the self-restraints of the latter and the limits of the 
procurement objectives would keep it from accepting him. There were few 
volunteers, however, in relation to the total need. 

The plan had certain advantages in that it initiated joint action between 
various agencies of the Federal Government and the American Medical As- 
sociation, and after it was approved by the association, several conferences 
took place between representatives of the Army, Navy, and Public Health 
Service. It failed, however, to provide for the creation of an “independent” 
government agency to control the apportionment of doctors between the civil- 
ian community on the one hand and Federal agencies on the other. 


Origin of the Procurement and Assignment Service 


While The Surgeon General was seeking the approval of the War De- 
partment for his procurement plan, the American Medical Association was 
projecting a broader plan of collaboration which led ultimately to the estab- 
lishment of the Procurement and Assignment Service in October 1941. The 
association’s Committee on Medical Preparedness, seeing “evidence of dupli- 
cation of effort and of much confusion,” felt that “the early appointment 
of a coordinator for medical and health services is greatly desired to speed 
mobilization of medical resources for any emergency.” It voted that a 
message to that effect be sent to President Roosevelt and the Advisory Com- 
mission to the Council of National Defense. Whether or not as a result of 
this action, the Council of National Defense established a Health and Medi- 
cal Committee in September 1940 to coordinate these aspects of defense and 
to advise the Council concerning them.*** Its membership consisted of the 
chairman of the American Medical Association’s Committee on Medical Pre- 
paredness, who served as chairman, the Surgeons General of the Army, Navy, 
and Public Health Service, and the chairman of the National Research Coun- 
cil’s Division of Medical Sciences. Six months later (31 March 1941), its 
Subcommittee on Medical Education ™’ recommended the establishment of an 
official procurement and assignment agency. The Health and Medical Com- 
mittee transmitted this proposal to the American Medical Association, which 
resolved on 3 June 1941 that the Government be urged “to plan * * * imme- 
diately for the establishment of a central authority with representatives of 
the medical profession to be known as the Procurement and Assignment 


15 Letter, O. G. West, American Medical Association, to Gen. A. G. Love, 18 Nov. 1940. 

116 (1) Medical Preparedness. J.A.M.A. 115: 465, 10 Aug. 1940. (2) Minutes of the Advisory 
Commission to the Council of National Defense, pp. 90, 92. 

17 Membership: The Chairman of the Health and Medical Committee (chairman), the Com- 
missioner of Hospitals of New York City, and members of the Harvard, Minnesota, and Tulane 
Medical Schools and the Stanford University Hospital. 
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agency for physicians for the Army, Navy, and Public Health Service and 
for the Civilian and Industrial needs of the nation.” The Surgeon Gen- 
eral’s Office expressed its full support of this resolution.*** 

The Health and Medical Committee in turn voted to adopt the association’s 
resolution in principle and held a meeting on 22 October 1941 to “initiate the 
development of a Procurement and Assignment Service.” At this meeting, 
which included the Surgeons General of the Army, Navy, and Public Health 
Service, a number of consultants from the American Medical and Dental Asso- 
ciations and one from the Veterans’ Administration, a committee was appointed 
to draft a program for the proposed agency. 

The committee submitted a detailed report analyzing the medical and allied 
personnel needs of the various public and private agencies and outlining the 
organization and duties of the proposed Procurement and Assignment Agency. 
Two days later (80 October 1941), Paul V. McNutt, the Director of Defense 
Health and Welfare Services (under whom the Health and Medical Committee 
now functioned), sent a letter containing the substance of these proposals to 
President Roosevelt for his approval which was given the same day. After 
outlining the purpose and organization of the new agency, Mr. McNutt stated: 

The functions of the Agency would be: (1) to receive from various Governmental and 
other agencies requests for medical, dental and veterinary personnel; (2) to secure and 
maintain lists of professional personnel available, showing detailed qualifications of such 
personnel; and (8) to utilize all suitable means to stimulate voluntary enrollment, having 
due regard for the overall public needs of the Nation, including those of governmental 
agencies and civilian institutions. 

The letter concluded with a statement proposing to instruct the Agency to 
draft legislation providing for the “involuntary recruitment” of medical, 
dental, and veterinary personnel if the national emergency appeared to 
require it.1° 

On 17 November 1941, The Surgeon General appointed Capt. (later Lt. 
Col.) Paul A. Paden, MC, as his liaison officer with the Procurement and 
Assignment Agency.’° (The “Agency” had been designated a “Service” 
shortly after its creation.) Another medical officer of the Army, Maj. (later 
Col.) Sam F. Seeley, MC (fig. 30), became Executive Officer of the Service’s 
Directing Board.1** 

War came a few weeks after the new Service was established and before it 
had begun to function. It should be emphasized here, however, that the Pro- 
curement and Assignment Service neither procured nor assigned personnel. 
Its purpose was simply to assist in these operations. In that respect, it differed 

u8(1) Proceedings of the Cleveland Session [American Medical Association], 2-6 June 1941. 
J.A.M.A. 116: 2788, 21 June 1941. (2) Letter, American Medical Association, to Henry L. Stimson, 
Secretary of War, 12 June 1941, with 2d endorsement thereto, 23 July 1941. 
ga Letter, Paul V. McNutt, Administrator, Federal Security Agency, to the President, 30 Oct. 

120 (1) Letter, Paul V. McNutt, Administrator, Federal Security Agency, to The Surgeon 
General, 14 Nov. 1941. (2) Letter, The Surgeon General, to Paul V. McNutt, 17 Nov. 1941. 

121 For composition of the directing board, see Mordecai, Alfred: A History of the Procurement 


and Assignment Service for Physicians, Dentists, Veterinarians, Sanitary Engineers, and Nurses—- 
War Manpower Commission. 
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Figure 30.—Col. Sam F. Seeley, MC, Executive Officer, Direct- 
ing Board, Procurement and Assignment Service. 


little from the machinery contemplated in The Surgeon General’s plan 
approved by the War Department 9 months before—which, in fact, it super- 
seded. The Procurement and Assignment Service had no powers of com- 
pulsion—other than moral force—over the men it declared available for Federal 
service; and if they entered the service, it could only exhibit their qualifications, 
not insure their assignment to jobs for which they were specially equipped; 
in fact, “assignment” in the title of the new agency referred to the declaration 
of availability for one or other of the services rather than for a particular job. 
Some of the objections that might have been made to the earlier War Depart- 
ment plan therefore applied to the new agency. It met the request of the 
American Medical Association, however, in being a coordinating body for all 
Federal services; it also had the prestige of a Federal agency. 


Subcommittee on Nursing 


Meanwhile, the nursing profession was being organized for defense pur- 
poses not only by the Red Cross but by other organizations as well, both govern- 
mental and private. A Federal agency, the Subcommittee on Nursing, 
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established late in 1940 under the Medical and Health Committee of the Office 
of Defense Health and Welfare Services, had the following broad functions: *** 

To coordinate on a national level all nursing for defense in the Government 
agencies and the American Red Cross. 

To act as a two-way channel between the Government agencies and the 
Nursing Council on National Defense. 

To assist the Health and Medical Committee and its various subcommittees 
in all questions dealing with nursing. 

To act as the Nursing Advisory Committee to the Office of Civilian Defense. 

To suggest Federal legislation regarding nursing and to assist in the 
development of policy under which nursing programs are carried out. 


The National Nursing Council 


Private nursing groups had also created organizations designed to assist 
in supplying the Armed Forces and to distribute nurses equitably in civilian 
life. The National Nursing Council for War Service, originally formed on 
29 July 1940 as the Nursing Council for National Defense, represented five 
national nursing organizations—the American Nurses Association, the Na- 
tional League of Nursing Education, the National Organization for Public 
Health Nursing, the Association of Collegiate Schools of Nursing, and the 
National Association of Colored Graduate Nurses—together with the Red 
Cross. The National Council encouraged the creation of State councils. In 
1940, it had also initiated a National Survey of Registered Nurses, “to deter- 
mine the number of professional nurses, their availability for military and 
particularly, for civil duty, and their special attainments.” Lacking the 
money to complete such an ambitious project, however, it turned it over to the 
Subcommittee on Nursing, where it was placed under the guidance of a Special 
Inventory Committee, which completed it in 194127 The Public Health 
Service assisted in coding and compiling the information gathered. This 
survey was comparable in purpose to the survey of doctors conducted by the 
American Medical Association. 


PROCUREMENT OF ENLISTED MEN 


The enlisted strength of the Medical Department on 30 June 1939 was 
9,359 and by 30 November 1941 had risen to 108,674, representing 8 percent of 
that of the Army as a whole (table 1). Most of the increment came by way 
of voluntary enlistment, or after November 1940 by selective service, although 
the induction of the National Guard into Federal service also added sizable 


122 Haupt, Alma C., Executive Secretary of Subcommittee: Report of the Subcommittee on 
Nursing, Health and Medical Committee, Office of Defense Health and Welfare Services. Read before 
Joint Boards of the National Nursing Associations, New York City, N.Y., 24 Jan. 1942. 

123 (1) See footnote 49 (3). p. 135. (2) “News About Nursing.” Am. J. Nursing 41: 223, 1941. 
(8) Speech presented by Pearl McIver, 12 July 1941, to joint meeting of the Subcommittee on Nursing, 
Nursing Council on National Defense, and the American Red Cross Advisory Committee. 
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numbers. The Medical Department Enlisted Reserve was only a negligible 
source of personnel; in contrast with the Medical Corps Reserve, which had 
many times the strength of the Regular Army Medical Corps, the medical 
sections of the Enlisted Reserve Corps and the Regular Army Reserve in 
June 1940 together numbered 1,524, only a little over one-tenth of the Regular 
Army enlisted strength of the Medical Department. None of its members was 
on active duty.*# 

The supply of enlisted personnel could be increased—in effect and over 
short periods—by speeding the production of trained men, for the Medical 
Department could not make full use of a man’s services until he had received 
a modicum of instruction in medical techniques. The establishment of training 
centers was one means of attaining this goal. In the prewar period, medical 
replacement training centers were established at Camp Lee, Va., and Camp 
Grant, I1., in January 1941, and at Camp Barkeley, Tex., in November 1941, 
In the latter month, The Surgeon General asked for additional training-center 
facilities and requested that those in being should be kept at full capacity by 
the prompt shipment of selectees to them. Reduction of the training period 
from 13 to 11 weeks at those centers and elsewhere, which The Surgeon General 
recommended at the same time, would also increase the rapidity of supply. It 
was the maximum reduction he then considered possible.’ 

It was important that after enlistment or induction enlisted men with 
medical skills should find their way into the Medical Department and remain 
there; it was also important that if possible they should be put in jobs where 
their civilian experience or natural intelligence could best be utilized. One 
interesting experiment to this end was undertaken by the Medical Department 
in collaboration with the Red Cross. Under an agreement signed in January 
1940, the Red Cross established a Registry of Medical Technologists, listing 
individuals who met age and technical qualifications set by the Medical Depart- 
ment. Male registrants who qualified physically were to serve as either staff 
or technical sergeants in the Medical Department when called to duty in case 
of mobilization. Female registrants and men who did not qualify physically 
would be employed as civilian workers by the Medical Department in case of 
war, and civil service grades were established for them. The Army set age 
limits of 21 to 45 years. Members of the Regular Army, National Guard, or 
Reserve were not eligible for enrollment. Types of technologists enrolled in- 
cluded the following: Dietitians; physiotherapy and occupational therapy 
aides; dental hygienists; dental and orthopedic mechanics; laboratory, chemi- 
cal laboratory, pharmacy, and X-ray technicians; meat and dairy hygiene 
inspectors; and statistical clerks. By September 1940, after almost 80,000 
announcements had been mailed to these groups, 639 men and 403 women 
technologists were enrolled. 


124 Annual Report of the Secretary of War. Washington: U.S. Government Printing Office, 
1940, pp. 45, 61. 

1% Letter, The Surgeon General, to Assistant Chief of Staff, G-1, 3 Nov. 1941, subject: Replace- 
ments From Medical Replacement Training Centers. 
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Vastly more important than any other means of channeling newly in- 
ducted men with appropriate backgrounds into the Medical Department was 
the system of classification used from September 1940 onward at the Army’s 
reception centers, a system which performed a similar service for all branches 
of the Army. The classification at reception centers, although it did not, or 
could not, always produce the desired results, was not only extremely useful 
in channeling new recruits into the proper branch of the Army but aided in 
directing them to the proper type of job within that branch. 

The Medical Department experienced difficulty in the emergency and 
war periods in retaining trained noncommissioned officers. During the emer- 
gency, many Regular Army enlisted men and some National Guardsmen in 
the first three grades (master or first sergeants, technical sergeants, and staff 
sergeants) quickly became commissioned officers. Some were commissioned 
directly, others after a course in officer candidate school; still others accepted 
active duty under commissions which they already held in the Officers’ Reserve 
Corps. Most of these were only “paper” losses, for the great majority of the 
men concerned accepted commissions within the Medical Department as Sani- 
tary and Medical Administrative Corps officers; thus, a loss in the enlisted 
group became a gain in officer personnel. 


CHAPTER VI 


Procurement, 1941-45: Medical, Dental, and 
Veterinary Corps 


LEGISLATION 


Immediately following Pearl Harbor, two important measures were passed 
regarding manpower in the Army. An act, approved on 13 December 1941," 
extended the tour of active duty of all officers and enlisted men, including re- 
tired officers in service, to a date 6 months after the end of the war. Under 
it, reservists no longer served a stipulated period of time on active duty and 
then reverted to inactive status. Reserve officers who had been relieved from 
active duty following a period of satisfactory service were recalled. Restric- 
tions on age-in-grade for service other than with troop units were removed as 
were geographic restrictions on the use of reservists and guardsmen. 

A week later, 20 December 1941, an amendment to the Selective Service 
Act provided for registration of all men between the ages of 18 and 65, and 
sanctioned military service for those between 20 and 45. The same law per- 
mitted the President to defer the military service of draftees by age groups if 
this seemed in the national interest. The subsequent lowering of the maximum 
induction age from 45 to 37 years, which had certain adverse effects on the 
procurement of Medical Department officers, did not, however, take place until 
a year later. 

Believing that it was unnecessary for officers to meet the rigid physical 
requirements then in force in order to perform many types of duty, the War 
Department about the same time took steps to relax the physical requirements 
for Reserve officers not yet called to active duty and for civilians who might 
be commissioned as officers. For minor deficiencies such as slight overweight 
or defective vision, the prospective officers were permitted to sign waivers, sub- 
ject to final acceptance or rejection by The Surgeon General in accordance with 
the recommendations of his Division of Physical Standards.? The “limited 
service” category was later used as a means of designating and classifying such 
officers. 


155 Stat. 799. 
2(1) Memorandum, Under Secretary of War, for The Surgeon General, 12 Dec. 1941. (2) 
Statement of Dr. Durward G. Hall, to the editor, 27 May 1961. 
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MEDICAL CORPS 


Lag in Procurement During the First Months of War 


There were three means of getting physicians into the Army: By calling 
up those who belonged to the Reserve or the National Guard; by organizing 
affiliated units to be called into service when needed; and by direct commis- 
sions from civilian life. The hard core of the wartime Medical Department 
was the Reserve, made up for the most part of men who believed in their obliga- 
tion to perform military service. The ranks these men held in the Reserve 
were often lower than those given to men of no greater competence who volun- 
teered at later dates. 

In the first months after Pear] Harbor, the number of doctors that came 
into the Army was relatively quite small. It is true that the Army in general 
was growing rather slowly. Nevertheless, the Medical Department wished 
to have more than enough doctors for immediate needs so as to be well pre- 
pared for the vast increases in the size of the Army that were bound to come. 
Physicians entering the Army directly from civilian practice needed some train- 
ing in military methods before they could work with full effectiveness; more- 
over, it was better to have an adequate system of medical care ready beforehand 
than to build one in the midst of pressing need. 

Five months after the declaration of World War II, approximately 3,000 
fewer physicians were on active duty with the Army than at the end of the 
same length of time after the declaration of World War I.° In the first place, 
the Army depended on the doctors to volunteer. In the second place, many 
doctors misunderstood the functions of the Procurement and Assignment Serv- 
ice and, believing that that agency actually did procure, waited for some notifi- 
cation from the agency. And, finally, the prevalent rumors about the idleness 
and misassignment of Reserve doctors after they had gone into service un- 
doubtedly discouraged some from accepting active duty in an Army which, 
they believed, either did not need them or could not or would not use them 
properly. As time went on, the knowledge of affiliated units which had been 
called early in the war and had remained in this country without useful work 
confirmed many doctors in their belief that the Army did not—at least not 
yet—need additional doctors. 


Role of the Procurement and Assignment Service 


Organization 


Although the Procurement and Assignment Service was established in 
November 1941, it became an active factor in procurement only after the United 
States entered the war. For several months, it was engaged in setting up its 
organization, and functions changed somewhat during the course of the war. 


3 Memorandum, Procurement Branch, Military Personnel Division, Office of The Surgeon General, 
for Director, Historical Division, Office of The Surgeon General, 20 Apr. 1944. 
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Ficure 31.—Directing Board, Procurement and Assignment Service. Left to right: 
Abel Wolman, Dr. J. E. Paullin, Dr. H. 8. Diehl, Miss Mary Switzer, Dr. F. H. Lahey, Dr. 
H. B. Stone, and Dr. C. W. Camalier. 


From the standpoint of governmental organization in general, the Pro- 
curement and Assignment Service was one of the agencies in the Executive 
Office of the President. There, it occupied a subordinate position, being at first 
directly responsible to the Office of Defense Health and Welfare Services, a 
branch of the Office for Emergency Management, which in turn was a main 
division of the President’s Executive Office. Later, in April 1942, it was shifted 
to the Bureau of Placement of the War Manpower Commission, another main 
division of the Office for Emergency Management. In both positions, the Pro- 
curement and Assignment Service was under the jurisdiction of Paul V. 
McNutt, at first directly when he was Director of the Office of Defense Health 
and Welfare Services, and then indirectly when he became Chairman of the 
War Manpower Commission. Its head throughout the war continued to be 
Dr. Frank H. Lahey, Chairman of the Volunteer Directing Board. Whatever 
its position on an organization chart happened to be, the Procurement and 
Assignment Service in practice seems to have worked somewhat independently 
of control from above other than from Mr. McNutt.‘ 

The Procurement and Assignment Service at first concerned itself only 
with doctors, dentists, and veterinarians. Eventually, nurses and sanitary 
engineers also came within its scope. The Directing Board (fig. 31) was the 
policymaking body of the Service and was instrumental in establishing the 


‘Letter, Mary E. Switzer (Administrative Assistant to Mr. Paul V. McNutt, during World War 
II), to Col. C. H. Goddard, Office of The Surgeon General, 19 Aug. 1952. 
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central and field organizations. It also created a number of advisory commit- 
tees. Their names indicate the aspects of the Board’s work with which it 
believed it would need special assistance; there was a committee on each of the 
following: Allocation of Medical Personnel, Dentistry, Hospitals, Industrial 
Health and Medicine, Information, Medical Education, Negro Health, Public 
Health, Sanitary Engineering, Veterinary Medicine, and Women Physicians. 
In 1943, two members of the nursing profession were appointed to the Direct- 
ing Board, and a Nursing Advisory Committee and a Nursing Division were 
created. 

To carry out its functions locally, the Procurement and Assignment Service 
early established a system of committees for the corps areas, States, and districts 
or counties. The committees were composed of members of the medical profes- 
sions—physicians, dentists, veterinarians, medical and dental educators, hospi- 
tal administrators, and public health representatives. Later, in 1943, a system 
of State and local committees on nursing was also organized. Most of this 
apparatus was modeled on or taken over from agencies set up by the national 
nursing organizations. 

Since it was agreed that representatives of the Procurement and Assign- 
ment Service should act in an advisory capacity to the Selective Service System, 
the relationship between these two agencies was close. In fact for a time (5 
December 1942 to 23 December 1943), both were part of the War Manpower 
Commission. Other agencies with which the Procurement and Assignment 
Service worked closely were the National Roster of Scientific and Specialized 
Personnel, the National Research Council, and the national medical, dental, 
and veterinary associations. 


Functions 


The unique function of the Procurement and Assignment Service was to 
assure the continuance of adequate medical care for the civilian population by 
determining minimum local needs and calling a halt to recruitment when the 
supply of physicians and dentists dropped to the indicated level. For a short 
time, the Procurement and Assignment Service also assisted in ascertaining the 
professional eligibility of applicants for the Army and Navy, but for the greater 
part of the war, this function was carried out in the Chicago offices of the 
American Medical Association by personnel of the Office of The Surgeon 
General. 

On 21 January 1942, the War Department issued a directive to corps area 
and department commanders stating that applications received by the Army 
were to be sent to the Procurement and Assignment Service, who would then 
determine the eligibility of the applicant according to the requirements of 
Army regulations on the basis of information from the authorities of the 
National Roster of Scientific and Specialized Personnel and send eligible appli- 
cants forms for appointment. When returned, the completed forms were for- 
warded to The Surgeon General together with a statement of the applicant’s 
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eligibility and a description of his classification and evaluation as determined 
by the recent nationwide survey made by the Medical Preparedness Committee 
of the American Medical Association.® 

In May 1942, however, The Surgeon General requested the Service to send 
all applications to him after retaining them only long enough to obtain a state- 
ment of the applicant’s availability from the Service’s State chairman. Three 
months later, he recommended revocation of the directive of 21 January, stating 
that the Procurement and Assignment Service no longer took any part in proc- 
essing applications. The reason for The Surgeon General’s action undoubtedly 
included the need to speed commissioning as the flow of applications 
increased, but it also reflected some dissatisfaction with the existing state of 
things. The Procurement and Assignment Service, with its nonmilitary orien- 
tation, protected the civilian community better than The Surgeon General could 
have done, but it was only as effective as its local administration. At this time 
and throughout the war, the actual recruitment of medical and paramedical 
personnel for the Army was the primary business of the Personnel Service in 
the Office of The Surgeon General. 

While the Procurement and Assignment Service ceased to have much to do 
with determining the eligibility of professional men applying for appointment 
in the Army, it continued to need information concerning the qualifications of 
civilian professional personnel. A number of agencies had been collecting 
information of this nature since before the war, information which in many 
instances proved useful to the Medical Department as well as to the Procure- 
ment and Assignment Service. One of these agencies was the National Roster 
of Scientific and Specialized Personnel. The National Roster had as its func- 
tion the registration of all persons trained in the sciences and in other special- 
ized fields, the coding of their registrations, the machine processing of data, 
and the machine selection of papers of qualified registrants. As the American 
Medical Association was engaged in a similar task for physicians, the National 
Roster at first registered only a small specialized group of the medical profes- 
sion. However, the American Medical Association, the American Dental 
Association, and the American Veterinary Medical Association made available 
to the National Roster all puncheard files they had collected. Later on, the 
Roster, cooperating with the Procurement and Assignment Service, developed 
questionnaires and enrollment forms which were sent to all physicians, dentists, 
and veterinarians. The National Survey of Registered Nurses, initiated in 1941 
by the Nursing Council for National Defense, was also carried on and completed 
in 1941. 


5 (1) Letter, Office of The Surgeon General, to War Department General Staff, subject : Appoint- 
ment of Physicians, Dentists, and Veterinarians in Army of the United States. (2) Letter, Office of 
The Adjutant General, to all Corps Area and Department Commanders, 21 Jan. 1942, subject: 
Procurement of Officers for Medical Department, Army of the United States. 

6 (1) Memorandum, Office of The Surgeon General, for Procurement and Assignment Service, 
12 May 1942. (2) Letter, Office of The Surgeon General (Maj. D. G. Hall), to The Adjutant General, 
31 Aug. 1942, subject: Procurement of Officers for Medical Department, Army of the United States. 
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In determining minimum local civilian needs and deciding which and how 
many professional men could be spared for the Armed Forces, the Procurement 
and Assignment Service began with an individual approach. If the doctor 
was so necessary to his community that he could not be permitted to volunteer 
for military service, he was classified as essential and prohibited from accept- 
ing a commission. If not, the Service classified him as available and encour- 
aged him to enter the Army or the Navy. This procedure was soon partially 
superseded, in the case of doctors, by what amounted to classifying them as 
essential en masse; that is, the Procurement and Assignment Service prohibited 
recruitment in any State which had less than the ratio of doctors to population 
it considered a necessary minimum. In States having a higher ratio, recruit- 
ment was permitted on the former basis. As the ratios were computed on the 
basis of each State as a whole, urban areas might conceivably have a much 
higher ratio than rural districts, but the Procurement and Assignment Service 
had no power to redistribute doctors. 

The Procurement and Assignment Service attempted to classify as avail- 
able or essential all doctors within the age group which was eligible for military 
service, but it did not do this fast enough to prevent some doctors from ac- 
cepting commissions before being classified.’ The difficulty would have been 
obviated if the Service had promptly classified all applications for commissions. 
In some cases, however, this was not done. 

The task of classification was performed mainly by the State committees 
of the Service. If an individual objected to the way he was classified, or if 
his community or institution protested that he had been wrongly designated 
“available,” an appeal could be carried to the corps area committee, which 
would reappraise the judgment. If the decision there went against the ap- 
pellant, he could carry the matter to the Directing Board in Washington, D.C. 

Probably the most important of the Directing Board’s advisory com- 
mittees, so far as the Medical Department was concerned, was the Committee 
on Allocation of Medical Personnel. This committee obtained information 
for the Directing Board and appraised the sources of medical manpower. The 
committee based its determination of civilian needs on studies carried on in 
cooperation not only with the official agencies concerned (the U.S. Public 
Health Service, the Children’s Bureau of the Department of Labor, and the 
Department of Agriculture) but also with the American Medical Association, 
the American Dental Association, the American Public Health Association, 
and other similar groups.* It established criteria for determining the mini- 
mum personnel requirements of medical schools, hospitals, industry, and the 
civilian population. In this respect, it was, to some extent, a “rationing” 
board. The committee also determined and set up State quotas of physicians 
for military service, taking into consideration the overall needs of the civilian 
population. 


7 Committee to Study the Medical Department, 1942. 
8 See footnote 4, p. 169. 
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Since the Procurement and Assignment Service established the criteria 
which controlled the recruitment of professional personnel for the Medical 
Department of the Army and Navy, the Service could state rather definitely 
the maximum number of doctors, dentists, veterinarians, and other groups 
which the Armed Forces could contain. It thus restricted, and at the same 
time promoted, the procurement of medical personnel for the military forces. 
It forbade any procurement whatever in certain States; in others, it classified 
certain individuals as essential to their communities and so kept them from 
entering either the Army or the Navy. On the other hand, by classifying a 
person as available, it directed recruiting effort toward him and in effect told 
him that he should be in uniform. True, it had no legal power to compel him 
to join up—the legal power was all on the side of preventing essential prac- 
titioners from doing so—but the moral pressure which a committee of profes- 
sional men could exert on their colleagues by labeling them “available” must in 
many cases have been decisive. Another effective influence was the pressure 
from local medical societies. And back of these intangibles stood the ever- 
present threat that local draft boards could if they chose call up any able-bodied 
man within the prescribed age group, regardless of his professional training. 


Medical Officer Recruiting Boards 


The Procurement and Assignment Service came too late, and had too 
little actual authority, to effect Medical Department procurement in the early 
months of the war. In March 1942, the Surgeon General’s Office had no 
alternative but to inform Headquarters, Services of Supply, that there was 
a serious shortage of physicians for the Army. The 1940-41 procurement 
program had fallen 1,500 short at the end of that fiscal year, and was still 
falling behind. There were in fact only 12,465 medical officers then on active 
duty, with orders for another 500 requested, compared with an objective of 
28,656 by the end of 1942. Although the Procurement and Assignment Serv- 
ice was sending applications and related papers to the Office of The Surgeon 
General at a rate of about 75 a day, an average of only 50 a day could be 
completed and sent to The Adjutant General, owing to inadequate data. These 
figures, if projected through the remainder of 1942, forecast a shortage of 
some 4,000 medical officers by 1 January 1943.° The analysis impressed both 
the Services of Supply and the Assistant Chief of Staff, G—1, resulting in the 
establishment of the Medical Officer Recruiting Board. 


Procedures 


On 12 April 1942, the Director of Military Personnel, Services of Supply, 
instructed The Surgeon General to prepare a plan embodying the following 
points: (1) The authority to accept, examine, and commission applicants 


® Memorandum, Office of The Surgeon General (Col. G. F. Lull), for Gen. J. E. Wharton, Military 
Personnel Division, Services of Supply, 20 Mar. 1942, subject: Shortage of Medical Corps Officers. 
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was to be decentralized to 48 State representatives; (2) commissions in sufli- 
cient numbers were to be tendered in grades above the lowest to attract quali- 
fied applicants, and upper age limits were to be relaxed to provide experienced 
Medical Corps officers in appropriate grades; (3) corps area and station sur- 
geons were to be charged with active participation in the campaign to re- 
cruit Medical Corps officers; and (4) an intensive publicity campaign would 
be launched to call the attention of physicians and the public to the Army’s 
need for doctors.*° 

These provisions were carried out, and as his contribution to the plan, 
The Surgeon General issued instructions to the new recruiting boards, each 
board consisting of one Medical Corps officer and one officer whose branch 
was not specified (branch immaterial). They were authorized to secure ap- 
plications for commissions in the Army of the United States (Reserve offi- 
cers were to apply to The Surgeon General himself for active duty) of quali- 
fied physicians under the age of 55 and of dentists under 37. The boards 
were to function in cooperation with the Procurement and Assignment Service 
and where possible would obtain office space at or near the headquarters of 
the State chairman of the Service. Medical societies also cooperated with 
the board, rendering them considerable assistance. The boards were to ob- 
tain applications, authorize physical examinations at the most convenient 
Army medical installation empowered to perform such examination, and 
evaluate the professional qualifications and physical findings. They could 
appoint, without further delay, applicants under the age of 45 years to the 
grade of first lieutenant or captain, the grade to depend upon experience 
and professional qualifications. The boards were to administer the oath and 
forward the completed papers to The Surgeon General. Regulations which 
determined rank on the basis of age and professional qualifications were to 
remain unchanged—applicants under the age of 37 years were appointed in 
the grade of first leutenant, except that those who had passed the age of 30 
were appointed as captains when they had been certified by an American 
specialty board or had completed 3 years’ residency in a specialty in addi- 
tion to the required 1 year’s internship; or, if they were older than 36 years 
and 10 months and would reach 37 years about the time active duty began, 
they could be appointed in the grade of captain. The boards were not em- 
powered to appoint certain types of applicants, but were to complete the 
applications and send them to The Surgeon General. Such were applicants 
in the age group from 45 to 54, those applying for a grade higher than that 
of captain, Negro physicians, graduates of American substandard or foreign 
schools, Federal employees, or persons drawing Federal pensions, and others 
whose qualifications the board questioned." 


10 Memorandum, Director, Military Personnel Division, Services of Supply (Brig. Gen. James BE. 
Wharton), for The Surgeon General, 12 Apr. 1942. 

u Instructions to Medical Officer Recruiting Boards, by Col. John A. Rogers, Executive Officer, 
Office of The Surgeon General, May 1942. 
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The Surgeon General’s control 


Until 1 September 1942, The Surgeon General controlled the boards on 
behalf of the War Department, and he issued instructions to them either di- 
rectly or through The Adjutant General. His authority included the power 
not only to establish but to close a board. He might also be directed by higher 
authority to open additional boards.’? 


Accomplishment of the boards 


The boards had remarkable success in recruiting doctors. Bringing to 
doctors, individually or in groups, for the first time during the war the story 
of the Army’s urgent need for their services, clearing up misunderstandings, 
and having the power to examine and commission directly, they swore in very 
large numbers in their few months of operation. One board reported in June 
that its record for minimum time elapsed between receipt of an application and 
the commissioning of the applicant was 5 days and that it was prepared to main- 
tain an average of 7 days.** For the most part, the board cooperated closely 
with the State representatives of the Procurement and Assignment Service, 
requesting availability clearance for doctors who expressed willingness for 
Army service. In some instances, however, the boards, in their enthusiasm, 
did not await these availability rulings.* The Surgeon General informed the 
Procurement and Assignment Service that the need for medical officers was 
so pressing that it would not be possible to delay appointment of qualified ap- 
plicants to ascertain their availability “as determined by anyone other than the 
applicant himself.” But Mr. McNutt complained to the Secretary of War, 
and The Surgeon General was directed to agree not to commission any more 
medical officers unless they had been cleared by the Procurement and Assign- 
ment Service.'* Thus, however great his need, The Surgeon General’s attempt 
to shake off the reins of a civilian agency was unsuccessful. 


Air Forces activities 


The Army Air Forces, meanwhile, had sought authority as early as March 
1942 to procure its own medical officers, on the ground that The Surgeon Gen- 
eral was not able to allot enough physicians to meet Air Forces needs, nor proc- 


(1) Instructions to Medical Officer Recruiting Boards, by Order of The Surgeon General, 23 
May 1942. (2) Memorandum, The Surgeon General, for The Adjutant General, 28 Apr. 1942. (3) 
Letter, The Surgeon General, to Hon. E. D. Smith, Senator from South Carolina, 20 June 1942. 
(This refers to a request to The Adjutant General for removal of a board from South Carolina to 
another State.) (4) Letter, Director, Military Personnel Division, Services of Supply (Brig. Gen. 
James E. Wharton), to The Surgeon General, 23 June 1942, subject: Officer Procurement Program 
Medical Department. 

18 Letter, Lt. Col. R. F. Olmsted, to Col. J. R. Hudnall, Office of The Surgeon General, 22 June 
1942. 

4 Memorandum, Lt. Col. Durward G. Hall, Office of The Surgeon General, for Director, Historical 
Division, Office of The Surgeon General, 20 Apr. 1944, subject: History of Procurement Branch, 
Military Personnel Division, Personnel Service, Office of The Surgeon General. 

+ (1) Memorandum, Office of The Surgeon General (Col. F. M. Fitts, MC), for Executive Officer, 
Procurement and Assignment Service, 15 May 1942. (2) See footnote 7, p. 172. 
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ess them fast enough. The Surgeon General agreed to place Air Forces medical 
officers on duty with the recruiting boards to handle the applications of those 
interested in serving with the Air Forces, although each applicant’s preference 
as to branch of service already appeared on the papers sent to The Surgeon 
General." 

Simultaneously, the General Staff granted the Air Surgeon the right to 
determine the grade of appointment for doctors in company grade and to send 
the papers directly to The Adjutant General; papers recommending appoint- 
ment in grade of major or above he still had to send to The Surgeon General.’ 
The following tabulation shows the results of the Air Surgeon’s procurement 
efforts from 21 March 1942 to1 July 1942: 


Applicants-physically disqualified 22 22. 232s Sie eee eee 280 
Applicants: rejected by the Air Surgeonl__— ui Ui - il esse ee 486 
Applicants not desiring Air Forces service (presumably persons 

Who sadchaneed: (heir MINS) 8 No oe Se ee ee 155 
Orders requested for duty with Air Forces_________________-____ 2, 053 


The tigure of 2,053 approximated the objective of 2,200 which the Air Surgeon 
had set for this period.** 

Officers in the Surgeon General’s Office were forced to admit that the Air 
Surgeon’s efforts had relieved them of the responsibility of recruiting for him. 
Probably the “glamor” which many people attached to service in the Air Forces, 
in addition to the aggressiveness with which the recruiting campaign was 
waged, accounted in a considerable degree for its success. It accounted also for 
much of the dissatisfaction that later developed, especially among qualified 
specialists who had come on active duty from the Medical Corps Reserve, often 
at some personal sacrifice. As the Chief Surgeon of the European theater 
recalled it: “These specially trained men understandably expected that their 
special skills would be used; but the Air Forces did not have sufficient beds 
under their control to utilize all of this talent * * *. In the E.T.O., from 1944 
on, we traded * * * with the Air Forces, giving it good young medical officers 
without special training for qualified specialists.” 1° 


Procurement and Assignment Service reaction 


In June 1942, Dr. Frank H. Lahey, Chairman of the Directing Board of 
the Procurement and Assignment Service and President of the American Medi- 


16 (1) Letter, Air Surgeon (Col. David N. W. Grant, MC), to The Surgeon General, 22 June 
1942, subject: Medical Corps Officers for Duty. (2) See footnote 12 (1), p. 175. 

1 Letter, The Adjutant General, to Commanding General, Army Air Forces, 6 July 1942, subject: 
Coordination, The Surgeon General and The Air Surgeon. (The Army Air Forces Medical Service 
historian states, however, that it appears that the Air Surgeon never used the authority to “sign 
and issue letters of appointment” of Medical Corps officers in company grades. See Link, Mae Mills, 
and Coleman, Hubert A.: Medical Support of the Army Air Force in World War II. Washington: 
U.S. Government Printing Office, 1955.) 

18 (1) Memorandum, Chief Clerk, Personnel Division, Air Surgeon’s Office, for Chief, Personnel 
Division, Air Surgeon’s Office (undated). (2) See publication cited in footnote 17. 

19 Letter, Maj. Gen. Paul R. Hawley, USA (Ret.), to Col. John B. Coates, IJr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 12 Mar. 1956. 
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cal Association, and Mr. Paul V. McNutt, Chairman of the War Manpower 
Commission, took occasion in addressing the House of Delegates of the Ameri- 
can Medical Association in Atlantic City, N.J., to inform doctors of the Army’s 
great need for them. Dr. Lahey stated that he believed that the medical pro- 
fession was still not facing the facts as frankly as it should and that the country 
was still not convinced that its situation was one of urgent necessity. Mr. 
McNutt spoke much more bluntly, saying: “We are not getting enough [doctor] 
volunteers.” Then, reviewing the armed services’ need for doctors, and point- 
ing out the different fields of civilian medicine where needs were large, he told 
the delegates that the careful safeguards that the Procurement and Assignment 
Service had set up had apparently slowed down the rate of recruitment. “The 
voluntary plan must work and work promptly—or some other more vigorous 
plan will have to be produced.” After stating that the medical profession was 
the first to require rationing, he concluded : “The issue is who shall do the ration- 
ing, for America must have the doctors it needs.” Although he did not ex- 
plain what the “more vigorous plan” would be, many believed Mr. NeNutt was 
referring to the possibility of a draft of doctors. 


Dental officers assigned to boards 


Since the boards had been commissioning dentists as well as doctors and 
since there were few vacancies in the Dental Corps during the first 2 months of 
their existence, the efforts of the two original officers on each board filled the 
needs. In July 1942, however, when The Surgeon General received authority 
to procure 4,000 more dentists, a Dental Corps officer was added to each of the 
30 boards then operating in 25 States. (In June 1942, the Services of Supply 
had ordered additional recruiting boards created in seven of the more populous 
States—New York, Pennsylvania, Illinois, Ohio, Massachusetts, California, 
and Texas.)?4_ The objective was soon reached; the Dental Corps officers were 
removed from the boards on 1 September 1942, and the boards were 
instructed at that time to process no more dental applications except for men 
classified as I-A by selective service—those who might be drafted? The 
boards did not procure veterinarians or any other Medical Department per- 
sonnel. In September 1942, the boards were limited to appointing first 
lieutenants only, forwarding the papers of applicants for all other grades to 
The Surgeon General, who decided whether to commission the applicant.?* 


20 (1) Medicine and the War. J.A.M.A. 119: 647-648, 20 June 1942. (2) McNutt, P. V.: 
The Urgent Need for Doctors. J.A.M.A. 119: 605-607, 20 June 1942. 

21 See footnote 12 (4), p. 175. 

22 (1) Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955. (2) Letter, The Adjutant General, to Commanding Generals, 
all Service Commands, 9 July 1942, subject: Dental Corps Member for Certain Medical Department 
Recruiting Boards. 

23(1) War Department Memorandum No. S605—5-42, 1 Sept. 1942. (2) Radio, Commanding 
General, Services of Supply, to Commanding General, each Service Command, 10 Sept. 1942. 
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Civilian reaction 


Although the total number enrolled by these boards was gratifying to 
The Surgeon General, physicians’ responses to the boards’ appeals varied in 
different sections of the country. Some States went far beyond the 1942 quota 
set by the Procurement and Assignment Service; others lagged. In some 
areas, critical shortages of doctors for civilian care were developing, due in 
part to voluntary enrollment and in part to the shifting of population to in- 
dustrial areas. On the other hand, several populous States, where the number 
of doctors was relatively large, fell far behind their quotas. 

The boards drew criticisms of various kinds, the most frequent being that 
they antagonized doctors and threatened them with being drafted if they did 
not volunteer.t Learning of such conduct by the boards, the Director of the 
Selective Service System issued a strong statement declaring that the System 
had not delegated the power to induct and could not if it wished but that, de- 
spite this, some boards had told doctors they must accept a commission or they 
would be drafted. “This is a half truth and a misrepresentation of the worst 
possible kind,” he asserted.?° 

On 20 June 1942, the Surgeon General’s Office, possibly forewarned of 
the Director’s concern in this matter, had informed the boards that they were 
not in a position to threaten induction; they might, however, tell physicians 
that need for them was so great that Selective Service might consider induct- 
ing them.” 

The Chairman of the War Manpower Commission, although he had 
talked sternly to doctors in June about the Army’s great need for them, testi- 
fied in the fall of 1942 before the Committee to study the Medical Department 
that in many States the boards “use entirely unwarranted methods to scare 
doctors into volunteering * * *. Every possible means was used, short of 
shanghaiing, to force the doctors to joi up.” He complained to the com- 
mittee that these boards had paid little attention to essential work a doctor 
might be doing and that before State Chairmen of the Procurement and As- 
signment Service could complete their lists of essential doctors in communities, 
health departments, the staffs of universities and hospitals, and industry, the 
boards had taken many essential men. “We have had,” he said, “occasional 
instances where they have taken every single person [physician] in the 
community * * *,. They have gone in and high-pressured these men.” 

In a move to regain the control he had lost when others were empowered to 
issue commissions, The Surgeon General stated in the fall of 1942 that as his 
Office possessed the machinery to handle applications and recommend com- 
missions, the few boards still functioning were to do no more actual commis- 


** Letter, Chamber of Commerce, Kalamazoo, Mich., to Senator Prentiss W. Brown, 23 Nov. 1942. 

* Letter, Director, Selective Service System, to Brig. Gen. James E. Wharton, Director, Personnel 
Division, Services of Supply, 22 June 1942. 

** Information Letter, Office of The Surgeon General, to Medical Officer Recruiting Boards, 20 
June 1942, subject : Instructions. 
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sioning. With all applications for commissions in the Medical Corps passing 
through his Office, he could exercise tighter control on the initial rank granted 
an officer and on the classification of each man according to his training and 
experience. The Officer Procurement Service, established in November 1942 
under the Commanding General, Services of Supply, to procure officers for the 
entire Army, was willing, however, to have the Medical Officer Recruiting 
Boards complete and send applications to The Surgeon General or the Air 
Surgeon; those officers then transmitted them to the Officer Procurement Serv- 
ice for consideration and for forwarding to the Secretary of War’s Personnel 


Board." 


Closing of the boards 


The recruiting boards were closed at different times, beginning with the 
board in South Carolina in June 1942; the last ones were closed in February 
or March 1943. As States approached the Procurement and Assignment Serv- 
ice’s quotas of physicians that could be withdrawn from civilian practice, that 
Service became concerned that civilian medical care might suffer unduly and 
brought pressure on the War Department to close the boards in those States. 
Furthermore, in States which had reached their 1942 quota, the Service refused 
to declare any more doctors available for military duty. Asa result of pressure 
from this Service, The Surgeon General in July 1942 ordered the boards in 16 
States to be closed at the earliest practicable date.”® 


Control shifted to service commanders 


At the end of the same month, General Somervell, on being reminded at 
a meeting of his service command commanders that the medical officer recruit- 
ing boards were under the orders of The Surgeon General, declared that they 
were to be “under the Service Commander, and I don’t want any direct staff 
control any more.” On 1 September 1942, an order was issued to that effect.?° 
Accordingly, when a week later the Procurement and Assignment Service asked 
The Surgeon General to close the recruiting boards in additional States which 
had reached or nearly reached their quotas, the Surgeon General’s Office sug- 
gested other channels. On 21 October 1942, a War Department directive 
terminated the activities of the boards in all remaining States except Cali- 
fornia, Illinois, Pennsylvania, New York, and Massachusetts.** Early in 1943, 


*7 Memorandum, Chief, Procurement Division, Officer Procurement Service, for Chief, Field Op- 
erations Branch, Officer Procurement Service, 1 Dec. 1942, subject: Appointment of Doctors of 
Dentistry, Veterinary Medicine, and Medicine. 

*8 (1) General Report, Second Service Command, 19438, p. 26. (2) Proceedings, Directing Board, 
Procurement and Assignment Service, 24 July 1942. (This order closed boards in the following States: 
Delaware, West Virginia, Virginia, North Carolina, Georgia, Mississippi, Alabama, Oklahoma, Indiana, 
North Dakota, South Dakota, Idaho, Montana, Wyoming, Nevada, and New Mexico.) 

79 (1) Conference of Commanding Generals, Services of Supply, Fourth Session, 30 July—1 August 
1942, 31 July 1942. (2) See footnote 23 (1), p.177. 

80 Proceedings of the Directing Board, Procurement and Assignment Service, 19-20 Sept. 1942. 

31 War Department Memorandum No. 8605-14-42, 21 Oct. 1942. 
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the Officer Procurement Service was authorized to recruit doctors and dentists, 
but responsibility for processing applications and recommending their approval 
still rested with The Surgeon General. 


Direct commissions 


During the life of the recruiting boards, doctors and dentists were per- 
mitted to apply for commissions directly to The Surgeon General or to the 
Procurement and Assignment Service, which would send the papers to The 
Surgeon General. In these cases, The Surgeon General did the work of getting 
all necessary information from the applicant and evaluating it; if acceptable, 
The Surgeon General recommended a grade and assignment and, if physically 
qualified, requested The Adjutant General to commission the applicant in that 
grade and to issue orders placing him on duty at the station specified. In all 
instances, whether the applications were received directly or from the boards, 
The Surgeon General classified the applicants as to specialty, made an assign- 
ment, and requested The Adjutant General to issue orders placing them on 
duty.” 

Indeed, The Surgeon General often went further than merely processing 
papers of those who applied for commissions, actively seeking out and persuad- 
ing candidates. Among those brought into the Medical Department in this way 
were a number of returned medical missionaries, whose intimate knowledge 
of climate, sanitary conditions, and endemic diseases in strategic areas, such as 
Okinawa, later proved of inestimable value. Many of these men went into 
preventive medicine; others devoted themselves to medical intelligence work.** 

In late 1942, the Secretary of War, concerned about the method of appoint- 
ing noncombat officers in the Army, had had a study made of the subject and 
created the Secretary of War’s Personnel Board. (This group succeeded one 
known as the War Department Personnel Board.) The new board reviewed all 
applications for appointment in the Army of the United States from civilian 
life (or from the Army Specialist Corps) before appointments could be made; 
it performed a final review before recommending a commission." 


Increase in procurement in 1942 


The success of the Medical Officer Recruiting Boards and of the Surgeon 
General’s Office in getting doctors on duty is indicated by the growth of the 
Medical and Dental Corps during the time that the boards were in operation 
(table 1). ‘The increase during the first month or so of their operation, sig- 
nificant though it is, cannot be compared with the numbers the boards brought 


* Report, Albert W. Gendebien, Military Personnel Division, Office of The Surgeon General, of 
Survey of Non-Technical Segments of the Surgeon General’s Office, 24 Sept—10 Oct. 1942. This survey 
was made for the benefit of the Committee to Study the Medical Department. 

% Statements of Durward G. Hall, M.D., and Maj. Gen. George F. Lull, USA (Ret.), to the editor, 
27 May 1961. tgiyts 

* Memorandum, Deputy Chief of Staff, for Commanding General, Services of Supply, 31 Oct. 1942, 
subject: Procurement of Officers for Army of the United States From Civilian Life. 
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on duty later, after they had become accustomed to their work and were bring- 
ing the Army’s need for doctors forcibly to the attention of increasing numbers. 
So far as the Air Forces was concerned, its most fruitful period for the pro- 
curement of doctors was during the 5 months from 1 July to 1 December 1942, 
when 4,576 entered the service; in the following 13 months to January 1944, 
only 1,102 came in.** 

During that portion of 1942 in which the Medical Officer Recruiting Boards 
functioned, the strength of the Medical Corps of the Army of the United States 
increased by 24,252; during 1943, after these boards had been abolished, the 
increase was only 4,734. This comparison illustrates, however, not only the 
success of the boards as compared with that of the Officer Procurement 
Service that followed them, but likewise the increasing scarcity of physicians 
whom the Procurement and Assignment Service was willing to declare avail- 
able in 1943, and the fact that the proportion of doctors whom this Service 
declared available but who did not apply for military duty increased as the 
scarcity became greater in civilian life. 


The Officer Procurement Service 


Procedures 


The Officer Procurement Service, established on 7 November 1942 under 
the Commanding General, Services of Supply, dealt directly with the Army Air 
Forces, Army Ground Forces, and the chiefs of supply and administrative 
services.*° It undertook to obtain not only doctors and dentists, as the Medical 
Officer Recruiting Boards had done, but also members for other Medical Depart- 
ment officer components. The Service continued the practice, initiated shortly 
before the Medical Officer Recruiting Boards were closed, of sending each 
application to the Secretary of War’s Personnel Board for approval before a 
commission was granted ; it never had the power to tender commissions directly 
to applicants as had the boards. 

The Officer Procurement Service began its work for the Medical Depart- 
ment on 15 January 1943. The program for the procurement of doctors, 
dentists, and veterinarians constituted one of its major activities in 1943 and 
1944,.°7 In early 1943, the Service had district offices in 38 large cities through- 
out the country. In practice, it was a country-wide recruiting office, with its 
activities at first limited to procuring officers, although later in the war it also 
lent its efforts to procuring certain types of enlisted personnel as well. 


% See footnote 17, p. 176. 

%6 War Department Circular No. 367, 1942. (The Officer Procurement Service did not handle the 
appointment of graduating aviation cadets, officer candidates, or members of the Reserve Officers’ 
Training Corps.) 

*7 Memorandum, Central Office, Procurement and Assignment Service, for Col. Robert Cutler, 
Officer Procurement Service, Services of Supply, through Lt. Col. D. G. Hall, Personnel Division, Office 
of The Surgeon General, 16 Jan. 1943, subject: Correction Paragraph 6 in Covering Letter From 
Officer Procurement Service to Officer Procurement District. 
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The method of procuring physicians under the Officer Procurement Serv- 
ice appears to have been cumbersome and time consuming. The Office of 
The Surgeon General pointed out somewhat later that, although the Officer 
Procurement Service had been very cooperative, its functioning had of necessity 
lengthened the time required to appoint physicians and dentists from civilian 
life. Only the Procurement Service could solicit a doctor, dentist, or veteri- 
narian, but before doing so it had to receive an application from him by way of 
the Procurement and Assignment Service, which had previously notified him 
of his “availability,” ascertained his preference for the Army or Navy, and 
checked his professional qualifications and ethics with the Surgeon General’s 
Office. The Officer Procurement Service interviewed him to gain information 
as to his character, reputation, and other qualifications for commission as an 
officer. If these were found satisfactory, it helped him to fill out a proper ap- 
plication for a commission. Since the Surgeon General’s Office had already 
cleared him as to professional standing and ethics, that Office did not believe 
the interview by the Procurement Service was necessary. It considered this 
step a burden on the individual in time and expense, especially in the Middle 
West, where the offices of the Procurement Service were too widely dispersed, 
and in the densely populated Eastern States, where they were too few in num- 
ber.°®> The Surgeon General recommended to G-1 that if by the end of March 
1943 procurement of doctors and dentists had not reached a satisfactory rate, the 
Officer Procurement Service be divested of that function and the Medical 
Officer Recruiting Boards be set up again in those States which had not furn- 
ished their quotas.*° G-1 did not permit him to restore the boards. The 
Officer Procurement Service had two advantages over its predecessor—it saved 
the time of a small number of Medical Corps officers who had been in recruiting 
duties in the field; it also procured Medical Department officers other than 
doctors and dentists and recruited enlisted women as well. But it did not 
suceced in speeding the procurement of medical officers. 


Procurement lag in 1943 


Information from the Officer Procurement Service showed that in the 
period from 15 January to 11 February 1943, 24 of its district offices had re- 
ceived the names of 868 doctors cleared by the State Chairman of the Procure- 
ment and Assignment Service. Of these, the Officer Procurement Service had 
had to abandon action on 302 (34.6 percent) because of their refusal to complete 
the papers or for “other reasons.” The names of 103 had been sent to The Sur- 
geon General as ready for his approval. Almost 400 cases (45.6 percent) were 


88 (1) Memorandum, Office of The Surgeon General (Lt. Col. Durward G. Hall), for Officers on 
Duty in the Office of The Surgeon General, 27 Jan. 1943. (2) Letter, Office of The Surgeon General, 
to G—1, through Director, Military Personnel, Services of Supply, 16 Feb. 1943, subject: Procurement 
of Physicians and Dentists. (3) War Department Circular No. 367, 1942. (4) Field Transmittal—24, 
Officer Procurement Service, to Officer Procurement Districts, 27 Jan. 1948, subject: Revision of FT—15 
(1-13-43) : Processing Doctors, Dentists, and Veterinarians. 

39 See footnote 88 (2). 


MEDICAL, DENTAL, AND VETERINARY CORPS 183 


in process, awaiting completion. Meanwhile, figures issued by the Procure- 
ment and Assignment Service for 31 January 1948 indicated that already 
a few States had reached their second quota, but these were States whose quota 
was very small. The States with large quotas for 1943 were ranging between 
only 70 and 83 percent of them." 

During April, when the total Army strength increased by more than 
200,000, the number of doctors on duty not only did not keep pace with this 
increase, but actually declined (table 1). Some doctors were procured during 
this month, but a larger number evidently left the service. During the month, 
The Surgeon General advised the Procurement and Assignment Service that 
the monthly allotment should be revised upward in order to take care of 
losses.” 

In July, The Surgeon General reported that between 15 January and 2 
July 1943 the Procurement and Assignment Service had declared 6,357 doctors 
available. Of that number, the cases of 2,632 (41.4 percent) had already been 
closed because physicians refused to be processed or because they had moved 
from a State, had already been appointed, were already in process of being ap- 
pointed, or for like reason. Of the remaining 58.6 percent, experience showed 
that slightly over half would be tendered commissions, the others being found 
unsatisfactory for physical or other reasons. In other words, the yield would 
be about 30 percent of the 6,357, or about 1,900. According to The Surgeon 
General, the trend was for a lower yield from the doctors declared available.‘ 

Meanwhile, The Surgeon General, employing other means to get more 
doctors on duty, had, at the suggestion of the Secretary of War, instituted a 
program of reexamining doctors and dentists previously rejected on physical 
grounds, using the lower standards that had been promulgated since their first 
examination. These standards included more waivers for physical defects. 
Under this “reconsideration program,” he reexamined over 14,000 doctors and 
dentists rejected before April 1942 on physical grounds. The result was that 
under this program, extended into 1944, 700 doctors were found acceptable and 
were tendered commissions.“ The program encountered complications. 
After failing their original physical examination, men had been declared 
essential to civilian care by the Procurement and Assignment Service; some had 


40 Memorandum, Field Operations Branch, Officer Procurement Service (Maj. Edward W. Gamble, 
Executive Officer), for The Surgeon General, 20 Feb. 1943, subject: Report of Referrals of Doctors, 
Dentists * * *. 

41 Memorandum, Procurement and Assignment Service (Maj. Harold C. Lueth, MC, Consultant), 
for State and Corps Area Chairmen for Physicians, 1 Mar. 1943, subject: Percentage of Second Quota 


for Physicians Attained. 
42 Memorandum, The Surgeon General’s Office, for Procurement and Assignment Service, 17 Apr. 


1943. 
48 Memorandum, Office of The Surgeon General (Lt. Col. D. G. Hall), for Special Assistant to 


Secretary of War, 8 July 1943. 
44 (1) Annual Report, Military Personnel Division, Office of The Surgeon General, U.S. Army, 


1943-44. (2) Letter, Surgeon General Kirk, to Dr. Guy Caldwell, Secretary-Treasurer, American 
Board of Orthopedic Surgery, 3 Feb. 1944. 
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made arrangements in civilian practice that rendered it difficult for them to 
accept military duty; and others simply refused to apply for a commission.® 

Early in 1943, several individuals, including the Chairman of the Directing 
Board of the Procurement and Assignment Service, and the Chairman of the 
War Manpower Commission, expressed the belief to The Surgeon General and 
the Secretary of War that granting doctors an initial rank higher than that of 
first heutenant would speed procurement. The two latter officials demurred 
against holding out such an enticement, on the ground that records indicated 
that physicians who refused an appointment as first lieutenant in the Medical 
Corps because of the grade alone constituted a small proportion of the total 
number declared available by the Procurement and Assignment Service. 
Neither would such action be fair to others who, with no less civilian experience, 
had entered the Army at lower rank. Further, it would stagnate advancement 
for doctors already inthe Army. The proposal was renewed at the end of 1943, 
but was again rejected for much the same reasons.*® 


The Reynolds Plan 


As the Procurement and Assignment Service could not induce a high per- 
centage of available physicians to accept commissions, in May 1943 General 
Magee recommended a special draft of doctors under the Selective Service Act.‘ 
However, The Surgeon General and the Procurement and Assignment Service 
soon afterward made an agreement which was designed to accelerate the pro- 
curement of doctors and which continued voluntary recruiting.“* Since G—1 
preferred this plan, the idea of a draft was not followed up for the time being. 
The agreement, later known as the Reynolds Plan, after the Director of the 
Military Personnel Division, Army Service Forces, who proposed it, was 
concluded on 22 May 1943. 

Under this agreement, the Procurement and Assignment Service prom- 
ised to take the following action: (1) Declare available at once the entire 
list of doctors already placed in that category; (2) permit representatives 
of the Officer Procurement Service to try to “persuade” the persons so desig- 
nated to volunteer in the 20 States and the District of Columbia whose 
quotas had not been filled; (3) report all eligible doctors refusing commis- 
sions to their draft boards for reclassification (thus presumably placing them 
in the group under selective service which was available for immediate in- 
duction into the Armed Forces as enlisted men) ; (4) establish at once quotas 


4 Letter, New York State Procurement and Assignment Service, to Comdr. M. E. Laphman, 
Procurement and Assignment Service, 29 Mar. 1948. 

46 (1) Letter, Secretary of War, to Paul V. MeNutt, Chairman, War Manpower Commission, 8 May 
1943. (2) Proceedings, Joint Session With Representatives of the Several Federal Services and Di- 
recting Board, Procurement and Assignment Service, 20 Mar. 1943. (3) Letter, Dr. Frank Lahey, War 
Manpower Commission, to Commanding General, Army Service Forces, 23 Dec. 1943. (4) Transmittal 
Sheet, Brig. Gen. R. B. Reynolds, Director, Military Personnel Division, Army Service Forces, to The 
Surgeon General, 28 Dec. 1943, with endorsement thereto, 5 Jan. 1944. 

47 Letter, Surgeon General Magee, to G—1, through Director, Military Personnel Division, Army 
Service Forces, 18 May 1943, subject: Procurement of Physicians and Dentists. 

48 Disposition Form, G—1, to Military Personnel Division, Army Service Forces, 24 May 1943. 
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by States or “other areas” to be furnished the Army during 1948; the quota 
being arrived at as follows: subtract the total number on duty on 31 May 
1943 from 48,000 (the current ceiling strength for doctors in the Army) 
and consider the remainder as the total number of doctors to be procured, 
which would be divided into “area quotas.” The Army, for its part, agreed 
(1) to clear each doctor with the Procurement and Assignment Service before 
commissioning him, and not even to approach any doctor, such as a senior 
professor in a medical school or certain types of specialists in civilian hos- 
pitals, whom the Procurement and Assignment Service had declared irre- 
placeable; and, further, (2) to reconsider the physical qualifications for ap- 
pointment as officers. The parties also approved of publicity to stress the 
medical needs of the American soldier and sailor.*® 

A month after this agreement was reached, it was abrogated by the 
Procurement and Assignment Service but subsequently (in July 1943) revived 
to permit the Army—and the Navy, if it so desired—to solicit physicians for 
appointment in Illinois and Massachusetts. The abandonment, or curtail- 
ment, of the plan helped to clear the way for the improvement in favor of a spe- 
cial draft of doctors.°° However, one point about the plan is worth noting. 
The reference in the agreement to “State or other area” meant that instead 
of keeping the 1:1,500 physician-civilian ratio on a statewide basis, the Pro- 
curement and Assignment Service would have permitted the Army to pro- 
cure doctors in certain well-stocked metropolitan areas, even though the state- 
wide ratio might stand at no more than 1 physician per 1,500 civilians. It 
can be seen that by this concession the Procurement and Assignment Service 
recognized the irrationality of setting and attempting to maintain any state- 
wide ratio when doctors were concentrated in the cities where the ratio would 
be much higher than 1 to every 1,500 of population. It also was a clear 
admission that the Procurement and Assignment Service lacked power to 
“relocate” doctors from areas of plenty to those of scarcity. The Service 
in fact frankly admitted that it had no such power of compulsion and, lacking 
that power, it must have seemed useless both to the Service and to the repre- 
sentatives of The Surgeon General to insist on statewide ratios of 1: 1,500. 

Procurement of doctors subsequent to the partially abortive plan of May 
1943 showed no marked increase. During the following 7 months, June 
through December 1943, 3,801 doctors accepted commissions; and this figure 
must have included 1,000 or more interns and residents who came on active 
duty in July, after completing their training. 

Thus, in 1943, procurement of doctors fell far short of the goal set 
by The Surgeon General. The Procurement and Assignment Service desig- 
nation of “essential” placed on doctors narrowed the field of possible recruits, 


49 Proceedings, Directing Board, Procurement and Assignment Service, 8 June 1943. 

50 (1) Memorandum, Lt. Col. D. G. Hall, Office of The Surgeon General, for Chief, Personnel 
Service, Office of The Surgeon General, 24 June 1943. (2) Memorandum, Director, Military Personnel 
Division, Army Service Forces, for Deputy Director, Military Personnel Division, Army Service Forces, 


13 July 1943. 
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and of those available, there were many who refused to accept a commission. 
It would appear that conscription of medical and allied personnel on a na- 
tional basis would have obviated many of these problems. 


A Special Draft of Doctors Proposed 


The failure of doctors to volunteer for Army service in the numbers 
which The Surgeon General considered necessary led him to recommend 
stronger means of compulsion. Under the existing draft law, very few doc- 
tors were being brought into military service by that method—only 217 during 
the period from November 1940 to September 1942. Even these included 
a number of persons whom The Surgeon General would not have recom- 
mended for Medical Corps commissions—unethical practitioners, graduates 
of unapproved schools (drafted before The Surgeon General laid down the 
terms on which he would accept them as Medical Corps officers), doctors 
who had not been engaged in practice, and others. During the same period, 
more dentists (346) and almost as many veterinarians (211) were drafted, 
although both were much less numerous in civilian life than physicians.** 

Probably the main reason why few doctors came into the Army by way of 
the ordinary draft was that local selective service boards were opposed to de- 
priving their communities of the services of medical men. To induce the 
boards to act, the Procurement and Assignment Service in June 1948 agreed 
to report to their local draft boards all doctors whom the Service had declared 
“available” but who had refused to volunteer for the Army. This plan was 
soon very much curtailed, but in any event, it would have left the final decision 
in the hands of the local draft boards. 

The Surgeon General proposed stronger methods—a “special call” on the 
draft boards requiring them to induct physicians. In order to gain his end, 
several authorities had to be persuaded of the necessity and legality of the step: 
The Chairman of the War Manpower Commission, who beginning in Decem- 
ber 1942 controlled the Selective Service System, his adviser and subordinate 
in medical personnel matters, the Procurement and Assignment Service; and 
The Surgeon General’s own superiors in the War Department. In the end, the 
decision was made at a White House conference. 

A special draft of doctors had been proposed in the Surgeon General’s 
Office as early as 5 November 1942. Nothing was done at that time, and on 
16 February 1948, The Surgeon General recommended planning for it as an 
eventual step if the procurement of doctors did not move faster. Three 
months later (18 May), he counseled the draft of both doctors and dentists 


51 (1) For a period of 9 months beginning in September 1941 (the month in which the War 
Department ordered that appointments in the Officers’ Reserve Corps cease to be made and that all 
future appointments must be made in the Army of the United States), there appears to have been no 
recognized way of commissioning drafted veterinarians. In July 1942, however, The Surgeon General 
succeeded in obtaining a quota of 250 from the General Staff for this purpose. In Medical Depart- 
ment, United States Army. Veterinary Service in World War II. Washington: U.S. Government 
Printing Office, 1961. (2) Selective Service in Wartime, Second Report of the Director of Selective 
Service, 1941-42. Washington, 1943. 


MEDICAL, DENTAL, AND VETERINARY CORPS 187 


under 45 years of age as an immediate necessity.” On 22 June, staff repre- 
sentatives agreed to the measure in principle and decided that the Secretary 
of War should be asked to present a proposal to the President. Later, 
G-1 suggested bringing the Navy into the negotiation, a step which was sub- 
sequently taken.® 

In the following months, further discussion within the War Department 
took place, having to do with the number of doctors needed and the legality 
of the proposed draft. No occupational group had previously been singled 
out for induction in quite the way that was now suggested. However, War 
Department authorities decided that this could legally be done within the terms 
of the Selective Service Act, and on 18 October 1943, a letter signed by the 
Secretaries of War and the Navy was sent to the Chairman of the War Man- 
power Commission formally requesting a special call on Selective Service for 
doctors. 

Meanwhile, the Procurement and Assignment Service and the War Man- 
power Commission had been informed that the Army intended to make such 
a request. ‘There was some reason to believe that these agencies would support 
it. In October 1940, at the time that the Procurement and Assignment Service 
was being initiated, the future Chairman of its Directing Board, Dr. Frank H. 
Lahey, had stated, in effect, that a draft of doctors would be necessary if they 
failed to volunteer. Moreover, the future Director of the War Manpower 
Commission, Paul V. McNutt, in recommending the establishment of a Pro- 
curement and Assignment Agency, had proposed that it frame legislation to 
draft medical, dental, and veterinary personnel for submission to Congress 
if the emergency seemed to require it. 

In July 1948, while the War Department had its own proposal under 
consideration, Dr, Lahey expressed the belief that the only way the Procure- 
ment and Assignment Service could obtain more doctors for the armed services 
was through some means of coercion.** On the same day, Mr. McNutt stated 
that stronger measures would be taken through Selective Service to bring 
doctors into the military forces. After October 1943, he said, every physican 
under 45 years of age who was reported to the Selective Service System as 
having refused to accept a commission after he had been declared available 
for military service by the Procurement and Assignment Service would be 
called for induction by his local board. At the same time, a system of appeals 
against the board’s decision enabled the individual to carry his case as high as 
the National Headquarters of the Selective Service System, a procedure which 
might still have enabled a good many doctors to avoid military service.” 


52 (1) See footnote 47, p. 184. (2) Memorandum, Commanding General, Army Service Forces, 
for Chief of Staff, 11 Sept. 1943, subject: Special Call on Selective Service for Physicians. 

53 (1) See footnote 50 (1), p. 185. (2) Memorandum, G—1, for Director, Military Personnel 
Division, Army Service Forces, 11 July 1943. 

54 Proceedings, Directing Board, Procurement and Assignment Service, 31 July 1943. 

55 (1) Memorandum, Chief, Procurement Division, Officer Procurement Service, for Director, 
Officer Procurement Service, 2 Aug. 1943, subject: Procurement of Physicians. (2) Letter, Col. 
Richard H. Hanes, USA (Ret.), to Col. C. H. Goddard, Office of The Surgeon General, 5 Sept. 1952. 
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Two months later, 8 September 1948, The Surgeon General made an ap- 
proach to the problem slightly different from the one he had previously ad- 
vocated. After agreeing on the terms of this new proposal with officials of the 
Selective Service System, who considered a special draft of physicians “imprac- 
ticable,” he presented it in the form of a request to G—1 through Army Service 
Forces headquarters. Instead of a special call on Selective Service for doctors, 
he asked that: 


* * * in the next call placed by the War Department with the National Selective 
Service System for the delivery of registrants to the Army for purposes of induction, 
7,000 such registrants between the ages of eighteen and forty-four years, inclusive, be 
included in said “regular call’ who have the following qualifications: a. Are graduates 
of a school of medicine approved by The Surgeon General of the Army. b. Are physically 
qualified in accordance with [Mobilization Regulations]. ¢. Have completed one year of 
internship or its equivalent, as determined by The Surgeon General of the Army, after 
graduation from medical school.” 

This move seems to have brought no results, and The Surgeon General 
returned to his original line of action. On 2 October, he and a representative 
of the Navy met with members of the Directing Board of the Procurement 
and Assignment Service, a spokesman for the Selective Service System, and 
others. The Procurement and Assignment Service felt that it should not initi- 
ate a special call for doctors, but it would be “glad to endorse and implement” 
one if the conditions of the call met with its approval. One indispensable con- 
dition, from the viewpoint of the Procurement and Assignment Service, was 
that only doctors declared available by it should be drafted. The Surgeon 
General was quite willing to accept this as a condition. Selective Service 
announced that physicians in the 18 to 45 age group could be drafted in given 
numbers with given qualifications if the War Department’s request was ap- 
proved by the Director of the War Manpower Commission.*? 

On 16 October 1943, 2 days before the Secretaries of War and the Navy 
made their formal request, at a meeting of the Directing Board of the Procure- 
ment and Assignment Service, an assistant to the War Manpower Commission’s 
Director reported that both Mr. McNutt and the head of Selective Service 
thought that there was no present need for a special draft—that “the Army is 
not that short of doctors.” The Acting Chairman of the Directing Board 
pointed out that he had given only a qualified support to the plan. “T also 
told General Kirk ['The Surgeon General of the Army],” he added, “that it 
was the feeling of the Board, for all practical purposes, that the military serv- 
ices have obtained just about as many doctors as they are going to get under 


56 (1) Memorandum, Lt. Col. D. G. Hall, Office of The Surgeon General, for Director, Military 
Personnel Division, Army Service Forces, 8 Sept. 1948, subject : Inclusion of Physicians and Surgeons 
in Regular Selective Service Call for Inductees. (2) Memorandum, The Surgeon General, for Assistant 
Chief of Staff, G—1, through Director, Military Personnel Division, Army Service Forces, 8 Sept. 1943. 

57 (1) Minutes of Session, by Executive Officer, Directing Board, Procurement and Assignment 
Service, 2 Oct. 1943. (2) Memorandum, Lt. Col. D. G. Hall, Office of The Surgeon General, for 
G. H. Dorr, Special Assistant to the Secretary of War, 6 Oct. 1943. (3) Proceedings of Directing 
Board, Procurement and Assignment Service, 16 Oct. 1943. (4) Memorandum, The Surgeon General, 
for G. H. Dorr, Special Assistant to the Secretary of War, 30 Nov. 1943. 
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the present legal setup. There may be 2,000 or 3,000 more, plus the increment 
from [medical school] classes.” °* 

The Secretaries’ letter to Mr. McNutt stated that “despite the greatest 
effort” on the part of their departments “in cooperation with agencies under 
your leadership, including successive reductions in ratios of medical officers to 
personnel it has been found impossible to induce a sufficient number of qualified 
physicians to accept appointment as medical officers voluntarily.” The short- 
age was “so critical as to endanger the health of our forces.” The procurement 
measure remained “which the services feel must now be utilized in order to 
meet requirements. We are attaching hereto requests for a special call on the 
Selective Service System for 12,000 physicians (Army, 5,000 * * * Navy, 
YF) alley 

The verbal reaction of Mr. McNutt was hardly propitious; he told G—1 
that the Army and Navy “would get such a special call only over his dead 
body.” °° The Secretaries’ letter, transmitted to the Procurement and Assign- 
ment Service, drew the charge from that agency that the terms of the proposed 
special call violated the understanding between the Armed Forces and itself in 
two ways: It was not limited to men marked available by the Service, and the 
total number of doctors asked for exceeded that “calculated in previous negotia- 
tions with the military forces to allow a safe reserve for the care of the civil 
population.” Accordingly, the Procurement and Assignment Service author- 
ized a letter to Mr. McNutt stating that it would approve a draft only if one 
could be legally formulated which would meet the original conditions; it be- 
lieved that “at present not more than 7,000 additional withdrawals from the 
civilian medical profession would be wise.” While the Procurement and As- 
signment Service thought that the draft “may prove to be the only method of 
securing any considerable number of additional medical officers,” it should first 
“be determined that the actual need of the armed services, not merely an as- 
sumed or traditional need, is great enough to justify” such a “serious change 
of policy.” °* 

On 23 November 1943, following a White House conference attended by 
the Surgeons General of the Army and Navy, Assistant Secretary of War John 
J. McCloy, and Mr. McNutt, Mr. McNutt formally replied to the Secretary of 
War.” In this reply, Mr. McNutt stated that a special draft of doctors would 
be approved if it was possible to formulate one with the restrictions that he 
and the Procurement and Assignment Service deemed essential. But they 
must first assure themselves by “a thorough study of the present needs of the 
military services and constant reevaluation of the manner in which physicians 
are employed” that such a call was necessary. He added that the Navy seemed 


53 See footnote 57(3), p. 188. 

59 Proceedings of Directing Board, Procurement and Assignment Service, 6 Nov. 1943. 

60> Memorandum Routing Slip, 26 Oct. 1943, attached to draft of proposed letter, The Surgeon 
General, to Chairman, Directing Board, Procurement and Assignment Service. 

61 Proceedings of Directing Board, Procurement and Assignment Service, 6 and 20 Nov. 1943. 

6 Letter, Paul V. MeNutt, Federal Security Administrator, to Secretary of War, 23 Nov. 1943. 
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to be in more urgent need of doctors than the Army and should therefore have 
prior claim on the remaining doctors in civilian life “up to at least 3,000 or 
3,500.” This did not mean that “a number of physicians will not be added 
to the Army Medical Corps as a result of the recruiting campaign now under 
way and planned.” While he would not object to a draft in the last resort, 

* * % 9 survey of the legal situation * * * appears to make it exceedingly doubtful 
whether the draft of doctors could be as selective as would be necessary to preserve the 
balance of distribution worked out by the Procurement and Assignment Service * * *. I 
believe you will agree that it is in the public interest to accomplish our objective or come 
close to it without resorting to a special call. It has been decided, therefore, that final 
action on the special call will be postponed until after the first of the year [1944] at which 
time the matter will be reviewed again by our respective staffs and appropriate recom- 
mendations made to the President. 

In commenting on this letter, The Surgeon General felt that one reason 
for Mr. McNutt’s rejection of the special call was that the Secretaries had 
failed to include in their request the proviso that only doctors declared avail- 
able by the Procurement and Assignment Service should be drafted. He had 
advised including it, but it “was omitted * * * I understand, for the reason 
that, as Mr. McNutt controlled both Procurement and Assignment Service and 
Selective Service, he could take appropriate steps to see that the proper action 
was taken to make this plan effective.” As to the magnitude of the numbers 
requested, he stated that although the Navy had asked for 7,000, when the White 
House conference was called the Surgeon General of the Navy had said that 
he could get along with half that number; he himself, on the other hand, having 
already cut down his estimate to 5,000, which he considered a minimum, felt and 
still felt that no further reduction should be made. He rejected Mr. McNutt’s 
implication that the requirements of the Army were overstated and insisted 
that “the War Department and the War Department alone should * * * deter- 
mine the need for Medical Corps officers * * * . This office has certain views 
relative to the needs of the civil population, but has accepted the arbitrary 
figure adopted by the Procurement and Assignment Service which is based 
on their opinion solely.” 

Although there were further discussions of a draft of doctors during 1944, 
The Surgeon General’s efforts in that direction during the remainder of the 
war came to nothing. 


Procurement in 1944 
Recruiting attempts 


The number of doctors brought into active duty from civilian practice 
became very small during the 12 months preceding November 1944, when the 
War Department ordered procurement from that source stopped. Beginning 
in the fall of 1943, teams composed of representatives of the Surgeon General’s 
Office, the Procurement and Assignment Service (national and State), the 
Navy, and the U.S. Public Health Service visited many large cities in an effort 


6 See footnote 57 (4), p. 188. 
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to procure additional civilian doctors. These visits were predicated on the be- 
lief that a personal appeal would get many who had been declared available to 
volunteer. A team first informed representatives of local and State medical 
associations and leaders in the medical profession of the need for doctors, then 
held a public meeting of doctors who had been certified as available. Interviews 
with these doctors followed the meeting. During the interviews, the members 
of the teams were able to clear up many of the problems that had been troubling 
these doctors, and according to The Surgeon General’s representative, the 
conferences resulted in “a considerable number” of applications for active duty 
with the Army. 

Probably, for several reasons, the success of these teams did not match that 
of the Medical Officer Recruiting Boards of 1942. They functioned only in 
large cities, where, to be sure, the proportion of doctors to civilian population 
was highest. But more important was the fact that by this time, and owing 
in no small part to the activities of the Boards in 1942, the surplus of doctors 
above civilian needs had been drained off. Probably, too, those left in civilian 
practice were more confident than ever that draft boards, feeling pressure from 
fellow citizens, would not induct them. 

Supplementing and abetting the work of these traveling teams, other 
means, such as publicity by press and radio, were used to impress upon doctors 
the Army’s need for their services. The Surgeon General complained in 
December 1943 that most of such publicity up to that time had stressed the need 
of retaining sufficient physicians in civilian and industrial practice. He sug- 
gested that an organized program pointed directly at doctors and involving 
the use of posters, pamphlets, radio announcements and programs, magazine 
articles, and other available means should be employed to stress military needs. 
Such a campaign was launched in early 1944, aimed at procuring nurses as well 
as doctors.** 

Complaints of doctors’ idleness in Army service continued to be made, 
and in February 1944, the Surgeon General’s Office took cognizance of their 
bad effect on those still in civilian life whom it was endeavoring to persuade to 
accept commissions. An officer in The Surgeon General’s Military Personnel 
Division admitted to a superior that “in many instances officers and Command- 
ing Officers themselves, apparently, have too much free time, which is a fact 
that is generally known in the civilian profession.” In these circumstances, 
The Surgeon General decided to draw to such an extent on service command 
installations for Medical Corps officers in order to fill table-of-organization 
units that those remaining in those installations would “be completely and 
economically utilized even though on an overtime basis * * * .”°% 

64 (1) Letter, Deputy Surgeon General, to Appointment and Induction Branch, Office of The 
Adjutant General, 3 Dec. 1943, subject: Recruiting Publicity Program. (2) Memorandum, Lt. 
Col. D. G. Hall, Military Personnel Division, Office of The Surgeon General, for The Surgeon General, 
2 Jan. 1944, subject: Procurement and Assignment Meeting With Surgeons General. 

6 (1) Memorandum, Lt. Col. D. G. Hall, Military Personnel Division, Office of The Surgeon 
General, for The Surgeon General, through Chief, Personnel Service, Office of The Surgeon General, 


and Director, Training Division, Office of The Surgeon General, 7 Feb. 1944. (2) Routing Slip, Lt. 
Col. Hall, to Col. J. R. Hudnall, Col. F. B. Wakeman, and others, 7 Feb. 1944. 


192 PERSONNEL 
The 9-9-9 plan 


As already noted, service in the Army for students graduating from medi- 
cal school had been deferred for at least the 1-year internship. At the end 
of that year, some received a further deferment of service for a junior resi- 
dency and following that a senior residency. There was no assurance before- 
hand, however, that such deferments for residencies would be given, with the 
result that civilian hospitals, to fill their vacancies for residents, could depend 
definitely only on an inadequate number of women and of men who were physi- 
cally disqualified for military service. A change in the system of internships 
and residencies, requested in the summer of 1943 by the civilian hospitals, con- 
curred in by the medical schools and the Procurement and Assignment Service, 
and implemented by the Armed Forces, altered this situation to the advantage 
of the hospitals and at the same time speeded the production of interns and 
residents for the benefit of the Army. The new system provided that, begin- 
ning on 1 January 1944, internships and each class of residency should run for 
only 9 months apiece. This program applied to all personnel, both civilian 
and military. Furthermore, one-third of the interns holding military com- 
missions were to be deferred for a junior residency and one-half of the latter 
number (one-sixth of the total) could be deferred for a senior residency. 
Thus, the Army got each intern who was not deferred for additional training 
3 months earlier than previously ; the greatest possible postgraduate deferment 
for military personnel became 27 months instead of the previous 36. It de- 
veloped specialists not only for the armed services, but for the civilian popula- 
tion as well. Likewise, civilian hospitals received a guarantee of getting some 
number of both junior and senior residents. Those not under military con- 
trol—physically disqualified male and all female doctors—although having a 
9-month limitation for each of the three periods, might be continued on the 
staff of a civilian hospital as long as the hospital desired them. 

When the Directing Board proposed this thing, which came to be known 
as the “9-9-9 plan,” The Surgeon General stated that although he would ac- 
cept it and take officers into the Medical Corps who had only a 9-month intern- 
ship, he would not assume any responsibility for the plan or for persuading 
civilian hospitals to accept it. He made one proviso—that civilian hospitals 
should seek to fill the internships and residencies only with women and over- 
age, or physically disqualified, men.” 

A professional organization—the Association of American Medical Col- 
leges—and individuals, too, criticized the plan, asserting that in shortening the 
internship it lowered the standards of medical education. The Council on 
Education and Hospitals of the American Medical Association, replying that 
while everyone interested in high standards of medical education and medical 
service shared the concern felt by critics of the plan, approved it as the best 
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one under conditions then existing.*%? The Surgeon General for his part 
directed (December 1943) that the 9-month interns who entered the Army 
be given not only 6 weeks of basic military training (either at the Medical 
Field Service School or a replacement training center), but an additional 6 
weeks at a named general hospital. Nor were they to be sent overseas without 
having served a minimum of 60 days after completing their basic military 
training.® 

After the 9-9-9 program had been underway for a year, the American Sur- 
gical Association in a long appeal to the President requested him to direct that 
the military service of resident surgeons in teaching hospitals throughout the 
United States be deferred. The Surgeon General stood out against this step, 
arguing that an exception could hardly be made in favor of one group when 
medical training generally was being curtailed. If the service of surgical resi- 
dents was deferred, he foresaw “immediate requests for deferment of residents 
in all other specialties.” °® The matter was dropped without action. 

Procurement of doctors from all sources during 1944 was only a little 
larger than it had been in 1943—6,897 as against 6,678. An additional 916 
doctors came in from January to June 1945. Almost all of them were recent 
graduates; after November 1944, appointment of practicing physicians 
virtually ceased. 


Training Medical Specialists 


Throughout the war, the Army found it more difficult to procure qualified 
specialists than general practitioners. Therefore, in order to combat the pro- 
curement lag, the Army commissioned general practitioners and then trained 
them, either at military installations or in civilian schools, in the various 
specialties. While approximately 8,000 doctors completed some specialty 
training during the war, there is no record of how many of those 8,000 were 
actually classified as specialists at the end of the war or ever served in a 
specialist capacity. 

Pressure From Civilian Sources 


While military procurement was not entirely to blame for the decline of 
civilian medical service (other factors were the removal of doctors from rural 
to urban, and more lucrative areas and the rapid growth of war-boom towns), 
it was certainly an important cause and one of growing concern to the civilian 
population. The Surgeon General, therefore, encountered attempts to prevent 
or offset the effects of procurement of civilian physicians for the Army. 


67 (1) Letter, Chairman, Executive Council, Association of American Medical Colleges, to The 
Surgeon General, 29 Oct. 1943. (2) Letter to the Editor, the Journal of American Medical Associa- 
tion, 1 Jan. 1944, with reply of Council on Education and Hospitals. 

68 Report, The Surgeon General’s Conference With Service Command Surgeons, 10 Dec. 1943. 

6 (1) Letter, W. M. Firor, Secretary, American Surgical Association, to President Roosevelt, 
19 Feb. 1945. (2) Memorandum, Deputy Surgeon General, for William D. Hassett, Secretary to the 
President, 5 Mar. 1945. 
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As early as December 1942, a subcommittee of the Senate Committee on 
Education and Labor conducted hearings on the procurement objectives of the 
Army and the adequacy and distribution of doctors remaining in civilian life.7° 
The subcommittee does not seem to have issued a final report. However, even 
before it had heard testimony from representatives of the Surgeon General’s 
Office, the Procurement and Assignment Service, or any other members of the 
medical profession, it released (29 October 1942) a preliminary report on the 
recruitment of physicians for the armed services. That report shows clearly 
that the subcommittee, after almost a year of war, was alarmed at a maldistri- 
bution of doctors in civilian life—some communities having none at all or far 
too few—and was concerned by the heavy procurement of doctors for the armed 
services. 

The report stated that it was submitted at that time “because of the need 
of speedy action to prevent an immediate peril to the health of the Nation.” 
Conditions were so acute and dangerous, it continued, that this preliminary 
report was made public with the recommendation that at the earliest possible 
moment the following steps should be taken: (1) The President should order 
a survey of oversupply and undersupply of medical personnel for both the 
Armed Forces and civilian needs; (2) a reallocation should be made wherever 
it was determined an oversupply or undersupply existed; and (3) the War 
Manpower Commission should be ordered to cease its procurement drive for 
doctors in all States where quotas had already been attained. The report 
further suggested that “an overall civilian authority should be established at 
once to supervise and control the drafting and recruiting of doctors,’ and 
declared that “no recruiting of doctors for the armed forces should be permitted 
until this authority was actually functioning.” There is no indication that 
any action was taken on this report. 

In late 1943, a member of Congress proposed to the Secretary of War that 
Army doctors be furloughed to civilian life until “a more pressing need for 
their services arose [in the Army].” About the same time, the dean of a medi- 
cal school requested the discharge of a doctor to replace a retiring professor. 
The Surgeon General turned down both requests on the ground of the Army’s 
acute need for doctors.” 

Eventually, however, the pressure of members of Congress on the War 
Department to do something to prevent further draining off of doctors from 
civilian practice became so intense that in October 1944 The Surgeon General 
asked that the General Staff stop procurement in all but cases involving individ- 
uals commissioned for specific vacancies. The request was complied with.” 


7 Hearings before a Subcommittee of the Committee on Education and Labor, U.S. Senate, 77th 
Cong., 2d sess., on S. Res. 291, Investigation of Manpower Resources (Washington, 1943), Part 2, 
14, 15, and 16 Dec. 1942. 

71 (1) Letter, Representative A. Willis Robertson (Va.), to John J. McCloy, Assistant Secretary 
of War, 23 Noy. 1948. (2) Letter, Lt. Col. P. A. Paden, Military Personnel Division, Office of The 
Surgeon General, to A. Willis Robertson, 1 Dec. 1948. (3) Letter, Surgeon General Kirk, to Dr. 
William Pepper, Dean, University of Pennsylvania School of Medicine, 4 Dec. 19438. 

7 (1) Memorandum, Executive Officer, Office of The Surgeon General, for Commanding General, 
Army Service Forces, 14 Oct. 1944. (2) Memorandum, The Surgeon General, for General Somervell, 
14 Nov. 1944. 
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The discontinuance was not to affect interns who completed the Army Special- 
ized Training Program or residents. Since neither group had been engaged 
in civilian practice, they could be commissioned and placed on active duty with- 
out further adversely affecting the existing medical provision for civilians. 
Naturally, those male medical students who had accepted Medical Administra- 
tive Corps commissions pending completion of their medical training were not 
affected; they were considered military personnel, not civilians, and would be 
commissioned in the Medical Corps upon finishing their training. The Sur- 
geon General also requested that he be permitted to continue to commission 
individuals for specific vacancies; what he had in mind was probably highly 
trained specialists for the most part. 

In these ways, the Army was continuing to draw into its service many 
physicians who had just completed their education and who might otherwise 
have entered civilian practice. But it could no longer be charged with denud- 
ing the civilian community by taking large numbers of physicians who were 
already practicing civilian medicine. 


DENTAL CORPS 


The procurement of dentists did not become a serious problem until virtual- 
ly the end of the war.** When, in July 1942, The Surgeon General received 
authorization for 4,000 more dentists, he anticipated some difficulty in procur- 
ing them and therefore obtained permission from The Adjutant General to make 
appointments from groups not previously considered eligible; that is, dentists 
who were between 37 and 45 years of age, or who were qualified only for 
limited service, or whose training and experience justified an appointment 
above the rank of lieutenant. Procurement under this quota was so successful, 
however, that between September and November 1942 applications were dis- 
couraged. In November, The Surgeon General obtained an additional quota 
of 7,500 to bring the total strength of the Dental Corps to 17,248. The Pro- 
curement and Assignment Service shortly afterward agreed to declare 400 
civilian dentists a month available for military service; the remainder were 
expected to come from the output of the Army Specialized Training Program, 
from recent graduates holding interim Medical Administrative Corps com- 
missions, and from dentists inducted into the service as enlisted men. 

The procurement program lagged somewhat in early 1943, but the response 
improved by May of that year, and by September the Dental Corps was only 
1,700 below the ceiling of 15,200 imposed upon it at that time. The procurement 
agencies were notified not to accept applications from dentists over 38 years 
of age or from those fit only for limited service. Early in 1944, the Dental 
Corps was within a few hundred of its ceiling strength, and a surplus appeared 
likely as a result of the coming influx of graduates from the Army Specialized 
Training Program. 


73 See footnote 22 (1), p. 177. 
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There were several possible methods of dealing with the anticipated 
surplus—the ceiling on the strength of the Dental Corps could be raised, 
some dentists already in the service could be discharged and replaced by others 
who were graduating under Army control, or the Army could give up its claim 
to some of the graduates. The last method would involve reducing the Army’s 
commitments under the Army Specialized Training Program, since graduates 
of the Program constituted the principal source of supply. To all intents, the 
first of these alternatives was not resorted to; the peak strength of the Dental 
Corps, reached in November 1944, exceeded the ceiling by only about 100. 
Instead, the Army discharged some of its dentists to make way for new men; 
it also reduced its commitments under the Army Specialized Training Pro- 
gram. With regard to this latter action, the 900 members of the class of 
June 1944 were released from their obligations to the Army and—what was 
more important—the Program for dental students who would graduate after 
July 1945 was discontinued. 

During 1944, out of about 1,400 dentists procured, some 70 percent came 
from the Army Specialized Training Program; 23 percent directly from the 
civilian profession; and the remainder—aside from a handful inducted under 
Selective Service—from graduates who had held temporary Medical Admin- 
istrative Corps commissions. 

Early in 1945, although the Dental Corps was near its maximum author- 
ized strength (15,200), prospective replacements from the curtailed Army 
Specialized Training Program and from future graduates holding interim 
Medical Administrative Corps commissions numbered less than 300. Procure- 
ment during January—June was almost precisely the same. After V—E Day, 
The Surgeon General suggested certain measures to encourage procurement and 
advised that the Dental Corps be maintained at 15,000 until the end of 1945. 
The measures were not expected to produce any large increment of dentists 
and, even though adopted, the strength of the Corps declined rapidly to about 
9,600 by the end of the year. 

At least as late as October 1945, no serious difficulty in meeting the dental 
needs of the Army during demobilization seems to have been anticipated, 
although the possibility that demobilization might cause a temporary increase 
in the demand for dental treatment had been mentioned 4 months before. Full- 
scale demobilization brought the problem to a climax, however, and in 1946, 
a draft of dentists became a necessity. 


VETERINARY CORPS 


Up to the beginning of 1945, the Veterinary Corps was on the whole in 
a better position with regard to procurement than any other corps of the 
Medical Department, mainly because it entered the war with a Reserve un- 
usually large in comparison to its needs. Until well into 1942, it drew almost 
exclusively on the Reserve for additional active-duty strength. In fact, at 
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one time, the Veterinary Corps had placed more of its Reserves on active 
duty than it actually needed. 

The possible sources of procurement for the Veterinary Corps were vet- 
erinarians still in civilian practice, veterinarians who had been drafted as 
enlisted men, and graduates of veterinary schools who held student com- 
missions in the Medical Administrative Corps or who had obtained their 
education under the Army Specialized Training Program. 

In October 1943, G—-1, War Department General Staff, restricted pro- 
curement of veterinary officers to the latter group, except in special cases 
which were to be referred to G—1 for decision. Later, however, permission 
was granted to commission veterinarians who had entered the Army by way 
of the draft.” 

As late as March 1944, The Surgeon General’s Chief of the Veterinary 
Service stated that the commissioning of graduates of the Army Specialized 
Training Program and those holding temporary Medical Administrative 
Corps commissions was more than sufficient to meet the needs of the Veterinary 
Corps, and that graduates in these categories for whom no vacancies existed 
were being discharged from the Army.** In May 1944, the veterinary phase 
of the Army Specialized Training Program was ordered discontinued after 
the graduation of the current senior class and the completion of current terms 
for other classes.*® 

In January 1945, the newly established ceiling strength of 2,150 was 
only 100 above existing strength, but very few additional officers could be 
obtained from the permitted sources.7*7 Consequently, the strength of the 
corps never rose above 2,070 during the remainder of the war. The previous 
practice of discharging graduates of the Army Specialized Training Pro- 
gram and those holding temporary Medical Administrative Corps commis- 
sions when no vacancies existed for them at the time of graduation eventually 
made it difficult to find new officers. It also, in the opinion of Col. George 
L. Caldwell, VC, (fig. 32), assistant chief of The Surgeon General’s Vet- 
erinary Division, caused much dissatisfaction among Reserve officers who 
had entered the service early in the war and were compelled to remain in it 
till the end of hostilities: “They felt, and quite properly, that these men 
who were partly educated at Army expense should repay their government 
with active duty service and by so doing permit the release of * * * officers 
with long service.” 7* 


74 (1) Letter, The Adjutant General, to The Surgeon General, 26 Oct. 1948, subject: Require- 
ments for Veterinarians. (2) Annual Report, Veterinary Division, Office of The Surgeon General, 
U.S. Army, 1944. 

7 Letter, Maj. Gen. G. F. Lull, to Hon. George H. Mahon, House of Representatives, 23 Mar. 1944, 

7 Army Service Forces Circular 164, 13 May 1944. 

7 Semiannual Report, Procurement Branch, Military Personnel Division, Office of The Surgeon 
General, U.S. Army, 1. Jan.—31 May 1945. 
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concerning procurement for the Veterinary Corps, see publication cited in footnote 51 (1), p. 186. 
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Figure 32.—Col. George L. Caldwell, VC, Assistant Chief, 
Veterinary Division, Office of The Surgeon General. 


The following numbers of veterinarians accepted Army commissions dur- 
ing the later war years: 


September—Dpecember’ 104322 ee 4 
Panay awe Me) eee See a ee ee 47 
July—December 1944 
January—June 1945 


Of this total, 174 were described as coming from “enlisted” ranks and 
14 from “civil life and other”; 3 were reported as flight officers, and 2 as mem- 
bers of the Officers Reserve Corps. Some few among the 174 were veterinarians 
who were commissioned after having been drafted; the rest were graduates of 
the Army Specialized Training Program. 


DEFERMENT OF PROFESSIONAL STUDENTS 


Early Methods 


The outbreak of war, with the consequent acceleration of the draft, in 
creased the pressure to grant students in all 4 years of dental and veterinary as 
well as medical schools some type of status that would not only permit them 
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to become practitioners in their chosen field but assure their service in that 
capacity in the Armed Forces. About a month after Pearl Harbor, the Na- 
tional Director of Selective Service, in an effort to protect the country’s supply 
of doctors and dentists, advised his State directors of “the necessity of seriously 
considering for deferment” students in specialized professional fields, stating 
that the number of doctors and dentists needed by the Army and Navy would 
not be available “if those students who show reasonable promise * * * are in- 
ducted prior to becoming eligible for commissions.” “* This put a further 
damper on drafting students in the medical schools for service as enlisted men 
but left where it was the problem of eventually getting them into service as 
officers. For the time being, the only solution was to offer more categories of 
students a military status while permitting them to continue at school. 


Medical Administrative Corps commissions 


After some discussion, the Secretary of War approved the plan of The 
Surgeon General, and on 11 February 1942, corps area commanders received 
authority to commission as second lieutenants in the Medical Administrative 
Corps, Army of the United States, all physically qualified male citizens who 
had been accepted for matriculation at approved medical schools within the 
United States.°° This was later changed to “within or without the United 
States,” thus including American students in approved Canadian schools. Of- 
ficers so appointed would not be ordered to active duty until eligible for ap- 
pointment as first leutenants in the Medical Corps, which meant after they 
had completed their internship. The authority also stated the circumstances 
under which an officer’s commission would be terminated, which were essentially 
those already in operation for third- and fourth-year students. 

There remained, however, the problem of protecting the future supply of 
dentists and veterinarians. On 17 April 1942, the War Department granted 
authority to corps area commanders to appoint as second lieutenants in the 
Medical Administrative Corps, Army of the United States, all physically 
qualified male citizens who were accepted matriculants in approved dental and 
veterinary schools in the United States. The terms were similar to those 
previously announced for commissioning medical students.** 

As with individuals accepted for medical schools although not entered, 
those accepted as dental and veterinary students were likewise to be commis- 
sioned. Students in dentistry and veterinary medicine, however, received only 
3 months’ instead of a year’s grace after graduation in which to apply for 


7 Memorandum I-347, National Headquarters, Selective Service System, for all State Directors, 
12 Jan. 1942, subject: Supplement to Memorandum I-62: Occupational Deferment of Doctors, In- 
ternes, Medical Students, Dental Students, and Instructors (III). 

80 (1) Memorandum, The Surgeon General, for Special Assistant to the Secretary of War, 23 Jan. 
1942. (2) Letter, The Adjutant General, to all Corps Area Commanders and The Surgeon General, 
11 Feb. 1942, subject : Commissions for Medical Students. 

81 (1) Letter, Secretary of War, to Paul V. McNutt, Office of Defense Health and Welfare Service, 
14 Apr. 1942. (2) Letter, The Adjutant General, to Corps Area Commanders, 17 Apr. 1942, subject: 
Commissions for Dental and Veterinary Students. 
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commissions in the professional corps. A month later, male citizens above the 
age of 18 years who were students at approved dental and veterinary schools 
outside the United States were included, and although the directive specified 
that all such students be physically qualified, it also stated that appointment 
would be made without physical examination.’? It seems inconceivable that 
the Army would commission anyone clearly unfit; it must have planned, how- 
ever, to accept the student’s word that he had no hidden disabilities. ‘The deans 
of the schools and the corps area commanders played important roles in the 
processes by which these commissions were issued. 

The measures to protect medical, dental, and veterinary students raised 
certain problems. The provision that a student’s commission in the Medical 
Administrative Corps would be terminated if he failed to secure an appoint- 
ment in the Medical, Dental, or Veterinary Corps within a specified time after 
graduation made it possible for him to obtain his release from the Army simply 
by taking no action to convert his commission. The Surgeon General, in fact, 
recommended the discharge of certain dental students on these grounds. In 
1943, however, the War Department prohibited such discharges and directed 
that students who failed to convert their commissions should be called to active 
duty in the Medical Administrative Corps.** Since professional men were 
not apt to prefer service in that corps, it is improbable that many delayed 
converting their commissions after the order was published. 

Another problem, as the Chief of The Surgeon General’s Veterinary 
Division saw it, was that the Veterinary Corps would not be able to absorb all 
veterinary students graduating with Medical Administrative Corps commis- 
sions, since he believed that the Veterinary Corps Reserve contained enough 
officers to meet war needs. If on the other hand it should absorb them, he feared 
that the civilian supply would be entirely cut off. Accordingly, The Surgeon 
General persuaded the War Department to direct that no more graduates be 
selected for veterinary and dental commissions than these corps actually 
required.** Why the Dental Corps was included is not apparent. 

Not all newly eligible students accepted Medical Administrative Corps 
commissions, even though physically qualified, probably for much the same 
reasons that had deterred many third- and fourth-year medical students. Other 
arrangements were made for students then enrolled in Reserve Officers’ Train- 
ing Corps units in branches other than medical who intended to enter medical 
schools. No mention seems to have been made of dental or veterinary schools. 
If time permitted them to fulfill requirements for a commission, before they 
entered medical school, they were to be commissioned in the branch in which 
they had been trained. But even if commissioned in another branch, they were 


82 Letter, The Adjutant General, to all Corps Area and Department Commanders and The Surgeon 
General, 18 May 1942, subject : Commissions for Dental and Veterinary Students. 

88 (1) Memorandum, The Surgeon General, for The Adjutant General, 4 Aug. 1943, subject: 
Discharge of Medical Administrative Officers. (2) Letter, The Adjutant General, to all Services 
(and others), 15 Mar. 1943, subject : Authority to Order to Active Duty. 

**(1) Memorandum, Brig. Gen. R. A. Kelser. Army Veterinary Service, for Chief, Personnel 
Division, Office of The Surgeon General, 8 Apr. 1942. (2) See footnote 82. 
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not be called to active duty until they had completed their medical education. 
If they could not complete the requirements for a commission before entering 
medical school, they were permitted to withdraw from their advanced Reserve 
Officers’ Training Corps contracts with the Government. Medical units of the 
Reserve Officers’ Training Corps were suspended in 1943 for the remainder 
of the war.*® 

Students who accepted interim commissions received no financial benefit 
from the Army. In July 1942, however, Congress appropriated $5 million to 
be loaned to students whose education in technical and professional fields, 
including medicine, dentistry, and veterinary medicine, could be completed 
within 2 years.*® 


Enlisted Reserve Corps 


The Army and Selective Service insured the scholastic careers not only of 
full-fledged students and matriculants in medicine, dentistry, and veterinary 
medicine but of students who were in the preliminary stages of their training. 
Besides granting interim Medical Administrative Corps commissions, the Army 
permitted a number of premedical, predental, and preveterinary students to 
enter the Enlisted Reserve Corps and retain an inactive status in it while they 
continued their schooling. When, in September 1942, the Army announced that 
members of the Enlisted Reserve Corps would be called to active duty im- 
mediately upon reaching draft age (20 years, reduced 2 months later to 18), it 
exempted such of these students as had acceptances from professional schools 
for the 1943 and 1944 entering classes. Moreover, in March 1943, the Selective 
Service System granted deferment of service to premedical, predental, and 
preveterinary students who held acceptances from professional schools and 
who would finish their preprofessional training in 24 months. 


The Army Specialized Training Program 


The Army Specialized Training Program and the Navy College Training 
Program (V-12) were established in December 1942 under the auspices of the 
appropriate departments. The Army Specialized Training Program applied 
not only to students of medicine, dentistry, and veterinary medicine, but to all 
students of specialized or professional subjects who might constitute officer 
material for the Army at large. Enlisted men selected for the program were 
placed in training units at numerous colleges and universities throughout the 
country, where they began (or continued, if already students) the regular 
course of instruction.*? 


8 (1) Letter, The Adjutant General, to all Corps Area and Department Commanders, 12 May 
1942, subject: Commissions for Medical Students. (2) Information obtained from Albert McIntyre, 
Reserve Officers’ Training Corps Unit, Officer Procurement Branch, Personnel Division, Office of The 
Adjutant General, October 1953. 

86 56 Stat. 562. 

87 This section is based, almost in its entirety, on Final Report, Col. Francis M. Fitts, MC, Chief, 
Curricular Branch, Army Specialized Training Division, Army Service Forces, subject: Training in 
Medicine, Dentistry, and Veterinary Medicine, and in Preparation Therefor, Under the Army Special- 
ized Training Program, 1 May 1943 to 31 December 1945. 
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Ficure 33.—Col. Francis M. Fitts, MC, Director of Military 
Training Army Service Forces. 


To enter the Army Specialized Training Program, medical students who 
were members of the Medical Administrative Corps might resign their com- 
missions and enlist in the Enlisted Reserve Corps, after which they, together 
with other medical students who were already members of the Enlisted Re- 
serve Corps, were called to active duty with the program without interrupting 
their studies. The medical aspects of the program were handled in the Office 
of the Director of Military Training, Army Service Forces, by Col. Francis 
M. Fitts, MC (fig. 33). 

Members of the program had the status and perquisites of privates, or 
privates first class, in the Army. The Army likewise defrayed all their ex- 
penses, including food, clothing, lodging, and the cost of schooling. For 
medical students, school costs, such as tuition, books, and laboratory fees, 
amounted to $62.47 per man per month; for dental students, $61.10; and for 
veterinary students, $45.50. 

Upon graduation, students in these fields were to be commissioned in the 
Army of the United States. Graduation from other fields, such as sanitary 
engineering, gave students no similar assurance of a commission. It did not 
preclude them from receiving one, either directly (as may have happened in 
some cases) or after successfully completing a course at an officer candidate 
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school. But the mere fact of graduation did not necessarily enhance their 
opportunities in these respects, and the understanding was that unless such 
opportunities occurred they would continue to serve in an enlisted status. 

Dental trainees were commissioned in the Dental Corps and called to active 
duty as soon as they graduated. Since the demand for Veterinary Corps 
officers was less acute, students newly commissioned in that corps were called 
up as the situation required. Medical trainees, commissioned upon gradua- 
tion, were not called to active duty until they had completed a minimum of 9 
months’ civilian hospital intern training. In order to meet the needs of civilian 
hospitals, and so that the military service might profit by the additional post- 
graduate training, a small fraction was not called to duty until after 9 months’ 
additional experience; an even smaller fraction until after total of 27 months’ 
graduate training as residents. 

At the time the program was set up, The Surgeon General estimated that 
the existing body of professional and preprofessional students as they were 
graduated would meet his needs until 1947; that is, 4 years longer. If the war 
lasted so long, new students brought in by the program would from then on 
furnish most if not all of the supply. To obtain the proper quota of graduates 
after 1947, a large number of new students would have to be placed in the 
pipeline of the program considerably before that date. The Surgeon Gen- 
eral’s Office decided that enough veterinary students had already been blanketed 
into the program so that no additional ones were needed. ‘To meet the require- 
ments for doctors and dentists after 1947, students were to be selected from 
among those who had successfully completed two or three terms of the “Basic 
Curricula” of the program—the introductory course which all new students 
had to enter. 

By the end of 1943, the Army Specialized Training Program and its Navy 
counterpart had absorbed most of the male students of medicine, dentistry, 
and veterinary medicine who were in the professional and preprofessional 
stages of their training and who were physically qualified for military service. 
In addition, they were beginning to take in students of these subjects who were 
just entering upon their academic careers; like the others, they were committed 
to enter medical service of the Armed Forces upon completion of their studies. 


Curtailment of the program 


When the War and Navy Departments had first announced the program 
a much longer war had seemed inevitable. By late 1943, moreover, the men 
enrolled were urgently needed for combat duty. The Army Ground Forces 
had never expressed enthusiasm for the program, and by then, the Army Air 
Forces wanted to use those of their men who were assigned to the program. 
In March 1944, the War Department announced that the entire program would 
be cut back from 145,000 men to 35,000. 

A month later, Army Service Forces headquarters announced that the 
Army’s share of the classes entering medical schools during 1945 would be 28 
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percent instead of the previously planned 55 percent, and for dental schools 
18 percent instead of 35 percent; no commitments would be made at that time 
to cover classes to start in 1946.*° 

Meanwhile, the question of reducing the dental Army Specialized Train- 
ing Program was becoming involved with that of discharging dentists already 
in the service.*® In March 1944, the Dental Corps reached its ceiling strength 
and had in immediate prospect more than enough graduates of the program to 
meet its needs in the way of replacements at the existing rate of attrition. 
On 18 July, the War Department announced the termination of the dental 
Army Specialized Training Program. Only those who were seniors in July 
continued under the program, and the dental Army Specialized Training Pro- 
gram came to an end with the classes graduating in April 1945. 

In May 1944, the veterinary phase of the Army Specialized Training Pro- 
gram had been marked for closure with the approval of The Surgeon General. 
Apparently, his Veterinary Division considered this program no longer neces- 
sary since the Veterinary Corps was near its authorized strength and little 
difficulty was to be anticipated in inducing veterinarians in civil life to join 
the corps—a source of procurement which, in fact, the Director of the Divi- 
sion seems to have preferred. 

The future of the medical phase of the Army Specialized Training Pro- 
gram was a matter of more concern to the Surgeon General’s Office. The col- 
lapse of Japan brought discussion of whether the Army should continue to 
spend money to help meet civilian needs for doctors by maintaining the medi- 
cal part of the program. Some War Department authorities feared the Army 
might be criticized for the lack of medical training during the war period if it 
did not continue such training, while others believed that the Army should 
limit its medical training to meet its own future needs.” General Somervell, 
believing that the Army could not justify large expenditures in continuing the 
Army Specialized Training Program as then contemplated, recommended, 
among other things, that medical courses be terminated during the school year 
1945-46.°* The Surgeon General for his part stated that his policy had been, 
and would be for the duration of the emergency, to order to active duty young 
medical officers who had received their education at Government expense. 
They were being used as replacements, he said, to accelerate the return of those 
older medical officers who had served for long periods of time.*? 

Two months after the defeat of Japan, the Deputy Surgeon General recom- 
mended to G-3 that the program be continued as a source of replacements. He 


88s Memorandum, Brig, Gen. W. L. Weible, G—3, for The Surgeon General, 18 Apr. 1944, subject: 
War Department Policy Governing Training in Medicine and Dentistry Under Army Specialized 
Training Program. 

% A complete discussion of this phase of the Army Specialized Training Program is contained in 
the publication cited in footnote 22(1), p. 177. 

Letter, Maj. Gen. I. H. Edwards, G—3, to Prof. Philip Lawrence Harrison, Bucknell University, 
23 Aug. 1945. 

% Memorandum, Lt. Gen. Brehon Somervell, Commanding General, Army Service Forces, for 
Chief of Staff, 4 Sept. 1945, subject: Future of Army Specialized Training Program. 

* Letter, Surgeon General Kirk, to Hon. Mendel Rivers, U.S. Congressman from North Carolina, 
16 Oct. 1945. 
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said he could not view lightly the potential loss of 5,000 medical officers if the 
program terminated in June 1946, as had been suggested. He mentioned the 
difficulties experienced in the past in getting volunteers for the Regular Army 
Medical Corps. 

The Chief of Staff, however, recommended that the medical program be 
terminated on 1 July 1946; men who had not graduated by that date should be 
dropped as soon as possible, but in accordance with a plan that would allow 
time for students and schools to make adjustments.** This policy was 
announced in November 1945. In the same month, the War Department 
ordered that Army Specialized Training Program students who were scheduled 
to graduate before 1 July 1946 should not be separated for either of two reasons 
applicable to other persons—their adjusted service rating score or the possession 
of three or more dependent children under 18 years of age. They might, how- 
ever, be discharged for certain reasons that also applied to others—hardship 
(as in the case of enlisted personnel generally) or their importance to the 
national health, safety, or interest. Moreover, a claim based on the possession 
of dependents—though not the standard one just mentioned—might be con- 
sidered sufficient to warrant their discharge.°* The Army wanted all others 
of this group to graduate as doctors available for service in the Medical Corps, 
a desire expressed by the Secretary of War not long before. On the other hand, 
medical students who were scheduled to graduate after 1 July 1946 were 
directed to be separated from the program during March 1946. Enlisted men 
so separated who planned to continue their study of medicine and who were 
acceptable to an approved medical school were, upon their request, transferred 
to an inactive status in the Enlisted Reserve Corps. They were subject to recall 
to active duty if they quit school or made unsatisfactory progress in their 
studies. Those who did not plan to continue the study of medicine or who were 
unacceptable to an approved school were discharged if eligible or transferred 
to other duties upon separation from the program. The latter group of 
students could be discharged from the Army when they became eligible.®* 

Thus, the medical phase of the Army Specialized Training Program ended 
a year later than that of the veterinary or dental phases, enabling proportion- 
ately more medical graduates to become available for commissions and permit- 
ting the Medical Corps to solve its postwar personnel problem with less strain 
than the Dental Corps experienced. Assignment was not, however, automatic. 
Immediately after the war, the Navy Surgeon General, who was also the Presi- 
dent’s personal physician, persuaded the Commander in Chief to divert a thou- 
sand of these fledgling doctors, just through with their internships, to the Navy. 


9% Memorandum, Chief of Staff, for Secretary of War, 20 Noy. 1945, subject: Medical Training 
Under Army Specialized Training Program. 

% Disposition Form, Maj. Gen. W. S. Paul, G—1, to Commanding General, Army Service Forces, 
through Deputy Chief of Staff, 29 Nov. 1945, subject : Policy Regarding Separation of Army Specialized 
Training Program Medical Students. 

% (1) Army Service Forces Circular 7, 9 Jan. 1946. (2) Army Service Forces Circular 56, 
6 Mar. 1946. 
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TABLE 17.—The Army Specialized Training Program: Students of medicine, dentistry, and 
veterinary medicine assigned, separated, and discharged and transferred through curtailment 


of the program 


[Figures in parentheses are subtotals] 


Student status Medicine Dentistry Veterinary 
medicine 

Assigned: tajedin ies ete ood Pia ae eee 20, 336 7, 734 1, 660 

OT APACOG.. tae 28 ee Fe sae ae ede 15, 216 3, 031 679 
Thy eT ACUNION on. ete he a a oe a che (ag oiS) (2, 458) (598) 
By TeUNOO ere can es Bee ee ears (1, 045) (472) (41) 
orrother reasOnsece 2 fa.e eeeeer le oe els Jee (798) (101) (40) 

uiptadliens sie ee ce ek Ope Peek Ae 5, 120 4, 703 981 
Soar RAS Bets ies Bod ea ee te a Re i (5, 120) (4, 651) (940) 
MUSEU SPOTRG Ce tac pee er eh oie eh eee gies ok a eel ae ee (52) (41) 


Source: (1) Final Report, Col. Francis M. Fitts, MC, Chief, Curricular Branch, Army Specialized Training Divi- 
sion, Army Service Forces, subject: Training in Medicine, Dentistry, and Veterinary Medicine, and in Preparation 
therefor, Under the Army Specialized Training Program, 1 May 1948 to 31 December 1945. (2) Letter, Col. Francis M. 
Fitts, MC, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 15 Nov. 1955. 


One of those so transferred turned out to be the son of an Army dentist who 
promptly explained to The Surgeon General in two pages of well-chosen words 
that he had not raised his boy to be a sailor.°° The total enrollment in and 
output of professional courses in medicine, dentistry, and veterinary medicine 
as a result of the Army Specialized Training Program are shown in table 17. 

The maximum enrollment of members of the program in these courses 
was reached in March 1944, when 21,581 enlisted men were under instruc- 
tion: 14,042 in medicine, 6,143 in dentistry, and 1,396 in veterinary medicine. 
The number of students receiving preprofessional training in the same fields 
under the program attained its peak in April 1944 with 4,093 enlisted men 
enrolled.*’ Satisfactory figures for the total number of Army Specialized 
Training Program students enrolled in preprofessional courses during the 
life of the program are not available, but approximately 3,500 were assigned 
to premedical, about 1,400 to predental, and an unknown number to pre- 
veterinary studies.°s 


THE AFFILIATED UNITS AFTER PEARL HARBOR 


The affiliated units constituted one of the most important sources of 
officer personnel available to the Medical Department. Many of the phy- 
sicians who entered the Army by this route were ones who would not have 


The incident is recalled in a letter, Maj. Gen. George F. Lull, USA (Ret.), to Col. John Boyd 
Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 31 May 1961. 

"7 (1) See “Final Report’ cited in footnote 87, p. 201. (2) Memorandum, G—1 (Brig. Gen. 
M. G. White), for Combined Chiefs of Staff, 30 June 1943, subject: Training of Female Students 
Under Government Program, 

(1) See “Final Report” cited in footnote 87, p. 201. (2) Letter, Col. Francis M. Fitts, MC, 
to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. Army Medical Service, 21 Nov. 1955. 
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volunteered as individuals, but were willing to accept military service as 
part of a familiar organization. The role was rendered more attractive by 
the deferment it carried until the unit was actually called up. Only the 
officers, however, were procured in peacetime. Nurses and other female ele- 
ments, and enlisted men, all were added when the affiliated hospitals became 
eligible for activation with the actual advent of war. 

The Surgeon General directed that nurses for the staff must be obtained 
exclusively from the Red Cross Reserve, though at least one hospital enrolled 
nurses first and then persuaded them to join the Reserve. Nurses and en- 
listed technicians could be recruited by these hospitals before activation. The 
Surgeon General urged nurses so recruited to volunteer for active duty imme- 
diately, thus making their services available anywhere in the Army. He 
assured them that they would be returned to their unit when it was activated. 
In the case of technicians recruited before activation, the General Staff per- 
mitted the units to place them in the Enlisted Reserve Corps, and in this 
way to protect them from the draft, pending activation of the unit. If, how- 
ever, activation did not take place within 6 months, these men would be 
called to active duty elsewhere. With this exception, the corps area com- 
mander procured enlisted men for the affiliated units through the regular 
channels. Women could join these units as dietitians, physical therapists, or 
dental hygienists. Female dental hygienists could join them in civilian 
status, as could the dietitians and physical therapists before they attained 
military status. 


Problems Connected With Keeping the Units Intact 


Although The Surgeon General and other Army authorities did not com- 
mit themselves to a policy of untouchability where affiliated units were con- 
cerned, such a policy was nevertheless implied. In practice, the right of 
these units—or at least their commanding officers—to be consulted before re- 
moving any of the officers was recognized, and in general there were few 
changes in organization as long as the units remained in the United States. 
Keeping them intact had unduly divergent results. On the one hand, the 
members, particularly the officers, felt a certain esprit de corps, drawn as 
they were from a single institution. On the other hand, restriction of per- 
sonnel to a single unit limited promotion and could have affected morale, 
for once the organization was completed there were no opportunities for 
advancement except when vacancies resulting from attrition within the unit 
occurred. One method of circumventing this problem was to initially give 
the officers a grade lower than the highest permitted by their tables of or- 
ganization, thereby enabling promotions to be given later. 

Restrictions on the transfer of personnel also had an adverse effect on 
medical service generally, if it prevented a man from being placed where he 
was most needed. Affiliated units were generally well staffed with specialists— 
sometimes with several of equal professional standing in the same specialty— 
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who were in greater demand than were any other category of personnel. If a 
specialist was kept from being transferred to a unit where his talents could be 
best utilized, it was a distinct loss to the medical service and a waste of 
personnel. 

It is true that by no means all these units were kept intact, especially after 
their movement overseas. The Chief Surgeon of the European theater has 
stated that he was able to persuade the members of affiliated units within his 
jurisdiction to place regard for the needs of the Army above loyalty to their 
units and that this enabled him to use the affiliated units partly as specialist 
pools from which to staff or strengthen other units less fortunately provided.°® 
In the South Pacific, affiliated units upon arrival were assured that they would 
remain intact, but that if they found themselves overstaffed they might apply 
to the surgical consultant or theater surgeon for transfer of the excess personnel 
to a unit where opportunities for promotion existed. This method proved very 
effective and was the only one used in that theater for removing a surplus of 
qualified personnel from the affiliated units.1° 

In several instances, The Surgeon General saw fit to cause changes in the 
category of certain affiliated general hospitals while they were still in this 
country. For example, shortly after Pearl Harbor, three medical schools 
responded to his request by forming a second unit to be affiliated with the 
school, at the same time reducing the bed capacity of the first from 1,000 to 
500 beds. Moreover, in 1943, he recommended the disbandment of the 71st 
General Hospital, sponsored by the Mayo Clinic, while it was still in this 
country; the personnel that had been in that unit then formed two 500-bed 
station hospitals. In another case, the 30th General Hospital, activated in 1942 
with only a 600-bed capacity, was increased to 1,000 after it reached the theater 
of operations.‘ Nevertheless, the understanding that affiliated units should 
usually be kept intact seems to have prevented the best possible use of all their 
members, at least so long as they remained in the United States. Early in 
1942, when a number of institutions were applying for permission to organize 
new affiliated units, The Surgeon General refused many more of these requests 
than he approved on the ground that he needed doctors as individuals, available 
for assignment when and where they were required, and that he did not believe 
that still more doctors should be immobilized in groups. 

This is not to say that the drawbacks connected with the use of affiliated 
units outweighed the advantages; it is likely that if the Army had not virtually 
promised to keep these units intact many highly competent professional men 


% Interview, Medical Department historians, with Maj. Gen. Paul R. Hawley, 18 Apr. 1950. 

100 Letter, Brig. Gen. Earl Maxwell, to Col. John B. Coates, Jr., MC, Director, Historical Unit, 
U.S. Army Medical Service, 22 Nov. 1955. 

101 (1) Letter, Surgeon General Magee, to Dr. Elliott C. Cutler, Harvard University Medical 
School, 9 Mar. 1942. (2) Annual Reports, 42d and 105th General Hospitals, 1942. (3) Memorandum, 
Office of The Surgeon General (Lt. Col. D. G. Hall), for Officer Procurement Service, Army Service 
Forces, 4 Sept. 1943. (4) Letter, Headquarters, 233d Station Hospital, Charleston, S.C., to The 
Surgeon General, 24 June 1943, subject: Inactivation of 71st General Hospital. (5) Annual Report, 
80th General Hospital, 1943. 

102 Letter, Lt. Col. Francis M. Fitts, MC, Office of The Surgeon General, to David P. Stearns, 
Boston, Mass., 22 Mar. 1942. 
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would have refused to join them, and that the Army would therefore have been 
deprived of their services, at least for the time being. 


Other Problems 


The slow rate at which the affiliated units were activated and sent over- 
seas by the War Department was believed to have had adverse effects on the 
procurement of doctors and nurses generally.1°%? Numerous units, organized 
either before or after hostilities began, continued for long periods on inactive 
status during the progress of the war. Even when activated, they frequently 
waited for many months before being sent overseas, while their personnel 
received necessary field training and supplemented the staffs of post, camp, 
and station hospital.?% 

Of some 70 affiliated hospital units activated during the war, only about 
20 were sent overseas within 3 months. Of the remainder, about 20 stayed 
in this country for a year or more (2 for nearly 18 months), while the rest 
averaged about 8 months.2°° Meanwhile, the War Department was urging more 
doctors to join the Army or, if already in the affiliated Reserve, to accept active 
duty. Some doctors in the inactive affiliated units refused to heed the call until 
their own units were brought into service, probably on the theory that if they 
were really needed the units themselves would be called to duty,’°° and that 
units already activated would be put to full use. Other doctors were probably 
discouraged from entering the Army for much the same reasons; one of The 
Surgeon General’s procurement officers stated that activation of the last 
affiliated units (in June 1943) would remove an obstacle to procurement.’ 

A problem of internal morale resulted from the length of time that elapsed 
between activation of some of the affiliated units and their departure for over- 
seas. One of the original purposes of these units had been to provide the Army 


103 Major General Kirk, who became The Surgeon General when the last of these units were being 
activated, has stated his belief that the delay resulted from enemy submarine activity and from the 
fact that the troops whom these units were expected to serve did not expand in numbers or complete 
their training as rapidly as was anticipated. (Letter, Major General Kirk, to Col. J. B. Coates, Jr., 
MC, Director, Historical Unit, U.S. Army Medical Service, 12 Dec. 1955.) Colonel Paden has inter- 
preted the delay in a slightly different fashion which may supplement that of General Kirk. In his 
opinion, sections of the War Department General Staff responsible for furnishing hospitals to particular 
theaters competed with one another for units and often caused affiliated hospitals to be activated 
before they were actually needed. (Letter, Colonel Paden, to Col. J. H. MeNinch, Office of The Surgeon 
General, 17 Jan. 1950. 

106 According to Lt. Col. Paul A. Paden, in his letter (17 Jan. 1950) to Colonel McNinch, “The 
Surgeon General’s Office generally (as far as I know) and particularly the Personnel Service, did 
not know exactly when or where affiliated units were to be employed.” He felt that The Surgeon 
General should have had this information. ‘Troop movement bases “‘were available late in the war, but 
these were only very rough estimates, often reflecting the desires of General Staff Section, subject to 
frequent change, and late publication and distribution tended to nullify their value.” 

105 Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone 
of Interior, United States Army in World War II. The Technical Services. Washington: U.S. 
Government Printing Office, 1956, tables 6 and 7. 

1066 Letter, Chairman, Ohio Procurement and Assignment Service Committee for Physicians, to 
Executive Officer, Procurement and Assignment Service, War Manpower Commission, 26 Mar. 1943, 
subject : Base Hospital Unit 25, Cincinnati, Ohio. 

107 Address by Chief, Procurement Branch, Military Personne] Division, Office of The Surgeon 
General, before District Officers, Officer Procurement Service, 17 June 1943. 
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with a group of medical units which would be ready to function in a theater 
of operations with a minimum of delay, and no doubt the members expected 
that their units would go into action promptly once they were activated. As 
might have been expected, idleness and delay in shipment caused dissatisfac- 
tion. One Medical Department authority reported that “we have had many 
letters about * * * people [in the affiliated units] twiddling their thumbs when 
we knew that they should have been under some kind of training program.” *° 


Unafhliated Units 


During the emergency period and also after Pearl Harbor, individual 
physicians or groups of physicians offered to organize hospitals for service 
with the Army. In 1941, The Surgeon General declined these offers on the 
ground that he was authorized to accept only groups which were sponsored by 
and associated with a medical school or hospital capable of furnishing an 
adequate staff; in other words, only officially affiliated units were acceptable.'” 
In 1942, however, the policy changed. The Surgeon General accepted a number 
of offers to form unaffiliated units and encouraged the sponsors to recruit staffs 
for them.” In one instance, he suggested that if the inquirer could recruit a 
balanced staff of about 16 medical officers for a 250-bed station hospital they 
could be commissioned and assigned as a group to such a hospital. However, he 
could not guarantee that officers so assigned would be kept together, since 
other hospitals might have greater need for them.*™ 

It is unlikely that more than a very few hospitals were organized in this 
manner. One exception was the 61st Station Hospital, formed by a group of 
physicians and nurses from Camden, N.J. At the intercession of the executive 
assistant to the Medical Society of New Jersey, Dr. Norman M. Scott, the 
group was accepted and assigned to the 500-bed 61st Station Hospital, consti- 
tuting its entire professional complement. All the members were drawn from 
the staff of the Cooper Hospital, a civilian institution, which approved their 
enterprise, but the military hospital was never considered a formally affiliated 
unit. The hospital arrived in North Africa in December 1942, and the group 
remained intact, except for two or three members who were evacuated because 
of illness, until September 1945, when it was relieved from duty with the 61st 
Station Hospital for return to the United States from the Mediterranean 
theater. At the request of Dr. Scott, The Surgeon General awarded the unit 
the certificate of appreciation customarily granted to affiliated hospitals.1™ 


108 Report, The Surgeon General’s Conference with Chiefs, Medical Branches, Service Commands, 
14-17 June 1943. 

10 Letters, The Surgeon General, to Dr. L. A. Andrew, Jr., Winston-Salem, N.C., 1 July 1941; 
Hon. Charles O. Andrews, Washington, D.C., 29 Dee. 1941; and Mr. C. V. Morris, Snyder, Tex., 30 Dee. 
1941. 

0 Letters, The Surgeon General, to Dr. C. F. Fisher, Clarksburg, W. Va., 18 Aug. 1942; Dr. 
Addison G. Brenizer, Charlotte, N.C., 28 Nov. 1942; and Dr. A. K. Lewis, Homestead, Pa., 2 Jan. 1943. 

14 Letter, The Surgeon General, to Col. Charles P. Stahr, Lancaster General Hospital, Lancaster, 
Pa., 22 June 1942. 

12 (1) Letter, Dr. Norman M. Scott, to The Surgeon General, 8 Apr. 1946. (2) Letter, The Sur- 
geon General, to Dr. Norman M. Scott, 24 Apr. 1946. (3) Letter, Mr. LeRoi N. Ayer, to The Surgeon 
General, 1 May 1946. 


CHAPTER VII 


Procurement, 1941-45: Other Military 


Components 


SANITARY CORPS 


Among the various specialties represented in the Sanitary Corps, the larg- 
est was the group of sanitary engineers. On 1 January 19438, the Procurement 
and Assignment Service, at the request of the National Research Council’s 
Committee on Sanitary Engineering, extended its jurisdiction over this pro- 
fession. The committee, in making its request, cited the Army’s large need 
for these men and the depletion of State health department rolls through losses 
to the military forces and the U.S. Public Health Service. The committee 
‘suggested that a system of procurement and assignment should be instituted 
promptly, and that the Procurement and Assignment Service should, after 
study, recommend the proper allocation of the limited supply. Mr. Abel 
Wolman, Professor of Sanitary Engineering at The Johns Hopkins University 
and Chairman of the Committee on Sanitary Engineering of the National 
Research Council, was made a member of the Directing Board of the Procure- 
ment and Assignment Service. About 1 June 1943, an Adviser on Sanitary 
Engineers was appointed in each State, under the Procurement and Assign- 
ment Service; in most States, the Chief Sanitary Engineer of the State health 
department was designated the State adviser. 

On 30 September 1943, the Sanitary Corps comprised 2,054 officers, having 
grown almost 80 percent since the preceding December.t Of this number, some 
600 were sanitary engineers, the bulk of the members of the profession in the 
United States who were of military age and physically fit. As late as January 
1945, of the more than 970 sanitary engineers then in the Sanitary Corps, 
approximately 75 percent had come from the civilian profession—largely from 
State and local boards of health. A “rough check” at that time revealed that 
about 22 percent had entered the corps from State health departments and 
17 percent from city and county health departments. A further 20 percent had 
come from other governmental health agencies, while 20 percent more had been 
consulting engineers. In recognition of the limitations of procurement from 
these services, the experience requirement was reduced from 4 to 2 years. 


1 (1) Hardenbergh, W. A.: Organization and Administration of Sanitary Engineering Division, 
ch. 8. [Official record.] (2) Mordecai, Alfred: A History of the Procurement and Assignment Service 
for Physicians, Dentists, Veterinarians, Sanitary Engineers, and Nurses—War Manpower Commission. 
(For some time, Colonel Mordecai served as The Surgeon General’s liaison officer with the Procurement 
and Assignment Service.) (3) See table 1, p. 10. 
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The Army had to draw upon other sources, however, not only to meet its 
need for sanitary engineers but for other types of specialists represented in 
the Sanitary Corps. In 1948, it was decided to make use of the Army Special- 
ized Training Program to train enlisted personnel to serve as sanitary en- 
gineers. Of the men so trained, 153 became officers in the Medical Department. 
Upon completing their college course, they were sent to Medical Administra- 
tive Corps officer candidate schools to obtain commissions; after their ap- 
pointment in that corps, they were detailed to the Sanitary Corps. 

From the beginning of the war, it had been possible to commission men 
directly, not only from civil life but from the noncommissioned ranks of the 
Army, if they possessed special qualifications that would justify their appoint- 
ment as officers.2 As part of its effort to enlarge the Sanitary Corps in this 
manner, the War Department issued Circular No. 333 on 15 August 1944 to 
encourage enlisted men and warrant officers to apply for commissions in the 
corps. stating that a need existed for sanitary engineers, medical entomologists, 
serologists, biological chemists, parasitologists, and industrial hygiene engi- 
neers. A month later, the Medical Department succeeded in having a similar 
opportunity offered to enlisted members of the Women’s Army Corps who 
could qualify as bacteriologists, biochemists, and serologists. In this case, 
however, the successful applicants were not to be commissioned in the Sani- 
tary Corps but in the Women’s Army Corps, being simply assigned to and 
immediately detailed to the Sanitary Corps.’ 

In addition, the Medical Department received permission to use Women’s 
Army Corps officers who were trained in Sanitary Corps specialties. In 
December 1944, the War Department directed that every effort be made to 
utilize in medical installations such of these officers as were qualified in tech- 
nical work appropriate to commissioned rank; the specialties mentioned as 
examples were those of laboratory officer, bacteriologist, biochemist, parasitol- 
ogist, serologist, “and other positions established for Sanitary Corps officers.” 4 
No permission was granted, however, to commission women in the Sanitary 
Corps directly from civilian life. These moves followed a campaign begun in 
the spring of 1944 to recruit members for the Women’s Army Corps to serve 
in medical installations. 

On 7 December 1944, The Surgeon General stated that the reservoir of 
bacteriologists, biochemists, and parasitologists in civilian practice was almost 
exhausted and asked the Officer Procurement Service to stop procurement 
from this source.’ Two months later, at his request, the War Department 
revoked the section of Circular No. 333 which encouraged applications for 


2(1) Letter, The Adjutant General, to Commanding Generals, Services of Supply, Army Ground 
Forces, Army Air Forces (and others), 28 Apr. 1942, subject : Commissions in the Sanitary Corps for 
Enlisted Personnel, Army of the United States. (2) Army Regulations No. 605—10. 30 Dee. 1942. 

8 (1) Letter, The Adjutant General, to The Surgeon General, 9 Sept. 1944, subject : Procurement 
Objective in the Army of the United States of Sanitary Corps Officers. (2) War Department Circular 
No. 370, 12 Sept. 1944. 

4 War Department Circular No. 462, 5 Dec. 1944. 

5 Memorandum, Office of The Surgeon General, for Director, Officer Procurement Service, 7 Dee. 
1944, subject : Procurement of Laboratory Sanitary Corps Officers. 


OTHER MILITARY COMPONENTS 213 


appointment in the Sanitary Corps. Enough applications from the types 
of specialists referred to in the circular had been received to meet the existing 
needs of the Medical Department.® 

During the period from 1 September 1943 through June 1945, 649 com- 
missions were granted in the Sanitary Corps. Of these, 392 went to enlisted 
personnel, 239 to persons coming directly from civilian life, and the rest to 
various others.’ The corps reached its peak strength of 2,560 in April-May 
1945 (table 1). In May of that year, it contained 980 sanitary engineers, 521 
bacteriologists, and 342 biochemists, each of the other specialities having 
smaller numbers.® 

In the effort to build up the Sanitary Corps as rapidly as possible, men had 
been commissioned who did not have the scientific background to fit them for 
such work; they were, however, suitable for the Medical Administrative Corps. 
On the other hand, some who did have this background had been commissioned 
in the Medical Administrative Corps. In the fall of 1944, approximately 200 
misassigned officers in each of the two corps were transferred to the corps for 
which their education and experience fitted them, and The Surgeon General 
took steps to prevent officers without an education in science from becoming 
members of the Sanitary Corps in the future.® 


PHARMACY CORPS 


When the Pharmacy Corps was created in July 1943, 58 members of the 
Regular Army Medical Administrative Corps were transferred to it. No new 
members were added to it, and the strength of the corps remained the same 
throughout that year. During 1944, The Surgeon General brought about the 
appointment of 14 officers to the Pharmacy Corps. The American Institute of 
Pharmacy, however, complained in 1945 that he was dilatory in building up the 
corps to full strength (72, exclusive of members taken over from the Regular 
Army Medical Administrative Corps), and that he had failed to make it a 
corps in function as well as in name by not naming a chief administrator. 
Further, he had not requested consultative service from a pharmaceutical 
association. In reply, The Surgeon General pointed out that the new officers 
for the corps were to be procured under such regulations and after such exami- 


6 (1) Memorandum, Office of The Surgeon General (Executive Officer), for the Office of The 
Adjutant General (Appointment and Induction Branch), 14 Feb. 1945, subject: Revocation of Sec- 
tion X, War Department Circular No. 333. (2) War Department Circular No. 61, 26 Feb. 1945. 

7Monthly Progress Reports, Army Service Forces, War Department, 30 Sept. 1943-30 June 1945, 
Section 5: Personnel. 

8 The other specialties listed were entomologists, general laboratory workers, parasitologists, 
serologists, nutritionists, industrial hygienists, supply and other administrators. (Memorandum, 
Maj. H. M. Rexrode, Office of The Surgeon General, for Chief, Personnel Service, Office of The Sur- 
geon General, 29 May 1945, subject: Semiannual History of the Medical Administrative and Sanitary 
Corps.) 

®(1) Semiannual Report, Classification Branch, Military Personnel Division, Office of The Sur- 
geon General, U.S. Army, June—December 1944. (2) Memorandum, Office of The Surgeon General 
(Executive Officer), for Publication Division, Office of The Adjutant General (through Military 
Personnel Division, Army Service Forces), 30 Nov. 1944. (3) See memorandum cited in footnote 8. 
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nations as the Secretary of War might prescribe; that officials had promulgated 
rules for the expansion of the corps similar to those that existed for the 
expansion of other corps and the Regular Army as a whole. Examinations 
had been given, but The Surgeon General held that “it was not contemplated 
that all seventy-two appointments * * * would be made at one time.” He 
maintained that to form an integrated corps it was necessary to build it up over 
a period of years so that it would have new officers coming in year by year to 
provide continuity of changing personnel and distribution of ranks and senior- 
ity. He reminded critics that the law had not intended that every pharmacist 
inducted into the Army should be commissioned. Three thousand men were 
engaged in pharmacy work in the Army at that time (1945) ; approximately 
half were registered pharmacists, the remainder being men trained in Army 
schools in pharmacy duties directed particularly to Army needs. In addition, 
he pointed out that Army pharmacy service differed materially from that of 
civilian life. Many drugs and prescriptions customarily filled in civilian life 
by pharmacists were provided to the Army by the manufacturer ready for use. 
Thus, compounding of drugs and medicines by pharmacists was reduced to a 
minimum, and could be performed satisfactorily by specially selected and 
trained enlisted men. The character of this work was not such as to justify 
commissioned status.7° 

At the end of the war, the strength of the Pharmacy Corps was 68; the 
peak strength, 70, was reached in April 1945. 


MEDICAL ADMINISTRATIVE CORPS 


The Medical Department obtained Medical Administrative Corps officers 
from three sources, in addition to calling up those in the Reserve: (1) Civilians 
who by reason of their education and experience it believed qualified for com- 
missions, including nonprofessional men who were hospital administrators and 
graduates of the American College of Hospital Administration; (2) enlisted 
men who, having had several years of Medical Department service, could also 
receive direct commissions in the corps; and (3) enlisted men who could be 
commissioned as second lieutenants upon completing a course in a Medical 
Administrative Corps officer candidate school. Rank granted to individuals in 
the first two groups was not necessarily limited to that of second lieutenant, and 
many were given higher initial rank. In the Zone of Interior, the first two 
sources, although supplying several hundred officers, furnished a very much 
smaller group than those who were commissioned after completing a course 
at an officer candidate school. 


10 (1) Letter, American Institute of Pharmacy, to Surgeon General Kirk, 27 June 1945. (2) 
Letter, Surgeon General Kirk, to Hon. Andrew J. May, U.S. Senator, 6 July 1945. 

In addition to enrolling enlisted men who had had at least basic Army training, the officer 
candidate schools also for a short time, beginning early in the war, admitted Volunteer Officer Can- 
didates. ‘These were men who applied for induction in order to receive this training. They formed 
but a small percentage of Medical Administrative Corps officer candidates. (Army Regulations No. 
625-5, 26 Nov. 1942.) 
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Direct Commissioning of Civilians 


In the spring of 1942, The Surgeon General initiated a drive to recruit 
Medical Administrative Corps officers among civilian hospital administrators. 
A request for authority to appoint 100 in this category was approved, and The 
Surgeon General was directed to expand the field to include qualified hotel and 
restaurant managers. These men could be used as assistant executive officers, 
hospital inspectors, and medical supply officers in general hospitals and large 
station hospitals. By the end of September 1942, when The Surgeon General 
asked for an increase in the authorization to 200, 81 appointments had been 
recommended. *” 

On 13 October 1943, the commissioning of civilians in the corps was 
stopped. Some 8 months later, when The Surgeon General needed officers for 
his reconditioning program, he was again empowered to commission civilians 
in the Medical Administrative Corps, although Army Service Forces head- 
quarters directed him to make his appointments from warrant officer and en- 
listed ranks as far as practicable. ** 


Direct Commissioning of Enlisted Men 


Zone of Interior 


With regard to the second source, enlisted men having had service in the 
Medical Department, the individual must have had a minimum of 8 years’ 
service in the Department, 4 of them as warrant officer or first or master ser- 
geant, technical sergeant, or staff sergeant. In the fiscal year 1943, The Sur- 
geon General commissioned 222 of this group, 138 in the rank of captain or first 
lieutenant and 84 as second lieutenants. Finally in October 1943, deciding that 
practically all who would make acceptable officers had been commissioned, the 
Surgeon General’s Office discontinued the program in the Zone of Interior. ™ 


Oversea theaters 


The Medical Administrative Corps in the theaters also was augmented 
by direct commissioning of certain warrant officers and enlisted men. Orig- 
inally, this took place under special authorizations, granted to individual 


12 (1) Letter, The Surgeon General, to Personnel Section, Services of Supply, 26 May 1942, sub- 
ject: Procurement Objective of Medical Administrative Corps. (2) Memorandum, Director, Military 
Personnel, Services of Supply, for Chief of Staff, Services of Supply, 1 July 1942, subject: Procure- 
ment of Doctors for the Military Establishment. (3) Letter, The Surgeon General, to The Adjutant 
General, 28 Sept. 1942, subject: Increase in Procurement Objective, Army of the United States, for 
duty with the Medical Administrative Corps. 

18 Diary, Procurement Branch, Military Personnel Division, Office of The Surgeon General, 1 July— 
18 Aug. 1944. 

14(1) Annual Reports, Military Personnel Division, Office of The Surgeon General, U.S. Army, 
1942-44. (2) Memorandum, Capt. William Wesche, Military Personnel Division, Office of The 
Surgeon General, for Col. D. G. Hall, Military Personnel Division, Office of The Surgeon General, 
24 Mar. 1944. 
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theater commanders early in the war, to commission individuals of warrant or 
enlisted status in the Army of the United States. ’° In July 1943, however, the 
authority of direct commissioning by theater commanders was restricted to the 
commissioning of flight officers, warrant officers, and enlisted men who had dem- 
onstrated their fitness for such advancement in actual combat. Furthermore, 
the appointments were limited to those needed to fill table-of-organization or 
table-of-allotment vacancies within the command. * 

In the North African theater, at least, the restrictions did not prevent the 
direct commissioning in the Medical Administrative Corps of personnel from 
combat divisions, even if they themselves had not actually participated in com- 
bat. The Seventh U.S. Army while in that theater seems to have met most 
of its requirements for battalion surgeon’s assistants in that manner. In the 
Fifth U.S. Army, over 85 enlisted men received direct combat appointments 
in the Medical Administrative Corps between June and December 1944.77 To 
other Medical Department enlisted men, such as those with experience limited 
to general and station hospitals, this path to advancement was barred. Even 
when in December 1943 general prohibition of noncombat appointments was 
relaxed, they gained no relief. At that time, the War Department adopted a 
policy of permitting a limited number of second lheutenant vacancies in non- 
combat units to be filled by warrant officers and enlisted men who, though with- 
out combat experience, had demonstrated competence of an exceptionally high 
order in the performance of their duties. The authority to make such appoint- 
ments was vested in commanding generals already possessing a similar power 
with regard to persons who had demonstrated their fitness for such appoint- 
ments in combat. Vacancies in medical units, however, were specifically 
excluded from the operation of this provision. 78 

Nevertheless, the North African theater, probably because of its lack of an 
officer candidate school, was authorized early in August 1944 to make 30 direct 
noncombat appointments to the Medical Administrative Corps. '® Later in the 
year, with greatly increased need for Medical Administrative Corps officers and 
the inability of the Zone of Interior to meet this need, the War Department, 
at The Surgeon General’s request, temporarily empowered the commanders 
of various combat theaters to appoint second leutenants to that corps from 


18 (1) Radio, The Adjutant General, to Commanding General, U.S. Army Forces, Iraq, 27 Nov. 
1942. (2) Memorandum, Headquarters, European Theater of Operations, to The Adjutant General, 
Washingtin, D.C., 24 Dec. 1942, subject: Appointments. (3) Memorandum, Col. W. P. Ennis, Jr., for 
Chief of Staff, North African Theater of Operations, U.S. Army, 3 Apr. 1944. 

16 Memorandum, Maj. Gen. M. G. White, Assistant Chief of Staff, G—1, for The Adjutant 
General, 17 July 19438, subject: Policy Governing Appointment of Officers. 

7 (1) Report, Lt. Col. Stewart F. Alexander, Personnel Officer, Surgeon’s Office, Seventh U.S. 
Army, of Medical Department Activities in Mediterranean Theater of Operations, 14 July 1945. 
(2) Annual Report, Surgeon, Fifth U.S. Army, 1944. 

18 Memorandum, Deputy Chief of Staff, for Assistant Chief of Staff, G—1, 24 Dec. 1943, subject: 
Extension of Authority Granted Theater Commanders to Appoint Officers. 

19 (1) Radio, War Department, to Commanding General, U.S. Army Forces, North African Theater 
of Operations, 22 Apr. 1944. (2) Radio, The Adjutant General, to Commanding General, U.S. 
Army Forces, North African Theater of Operations, 29 Apr. 1944. (3) Radio, Commanding General, 
Allied Force Headquarters, Caserta, Italy, to War Department, 25 July 1944. (4) Radio, The 
Adjutant General, to Commanding General, Allied Force Headquarters, Caserta, Italy, 3 Aug. 1944. 
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among Medical Department warrant officers and enlisted men without combat 
experience. Other personnel, including enlisted members of the Women’s 
Army Corps, were also eligible for direct appointment, but decisive action on 
applications from them was left to the War Department.”° 

It was under this active encouragement on the part of the War Depart- 
ment that the great bulk of the direct commissioning of oversea personnel in 
the Medical Administrative Corps took place. On 15 January 1945, for ex- 
ample, 85 noncommissioned officers and warrant officers in the Pacific were 
given commissions in the corps, albeit after a brief “refresher” course.2! Prob- 
ably about 1,300 or 1,400 warrant officers and Medical Corps enlisted men 
in oversea areas became Medical Administrative Corps officers by direct appoint- 
ment. The number so commissioned in the European theater, it has been 
estimated, was as large as 500. 

War Department policy opposed the return of enlisted men directly com- 
missioned to their old units, and in the European theater, this policy was ob- 
served at least. in the communications zone.** <A different procedure prevailed 
in the Seventh U.S. Army prior to coming under the command of the European 
Theater of Operations. The medical personnel officer of that command stated : 
; The War Department offered to send us a number of MAC’s as trained assistant bat- 
talion surgeons and we did take a certain number from the War Department, but most of 
our requirements were filled by direct commissions, battlefield commissions, as a rule, in 
the tactical units. The technical sergeant in the Infantry regiment had been there for a 
long time and he was qualified for the job.. The man who had done “on the job” work 
was commissioned and kept in the same position, and this worked out very satisfactorily. 
I am not saying that those that came over from the United States were not satisfactory, 
because they were, but the units liked the men that were commissioned from within their 


own unit. The personnel that were commissioned in this manner had the confidence of the 
troops.” 


Officer Candidate Schools 


Zone of Interior 


At the beginning of the war, the only Medical Department officer candi- 
date school was located at the Medical Field Service School, Carlisle Barracks, 
Pa. In April 1942, The Surgeon General pointed out that units not included 
in the planning for 1942 were being activated and declared that the activation 
of these units required the Medical Department to take personnel from other 
units that were already operating short of authorized strength. He suggested, 


20(1) Letter, Assistant Adjutant General, U.S. Army Services of Supply, to Commanding Gen- 
eral, Base Section, U.S. Army Services of Supply, and Commanding General, Intermediate Section, 
U.S. Army Services of Supply, 6 Nov. 1944, subject: Noncembat Appointments of Qualified Warrant 
Officers and Enlisted Men as Second Lieutenants in Army of United States for Duty as Medical 
Administrative Corps Officers. (2) Letter, Adjutant General, European Theater of Operations, U.S. 
Army, to Commanding Generals, U.S. Strategic Air Forces in Europe, each Army Group (and others), 
9 Noy. 1944, subject: Appointment of Second Lieutenants, Medical Administrative Corps. 

21 Whitehill, Buell: Administrative History of Medical Activities in the Middle Pacific. [Official 
record. ] 

22 Memorandum for Record, Col. A. B. Welsh, 7 Mar. 1945, subject: Report of Visit to Pacifie 
Theaters, with enclosure 6 thereto. 

23 See footnote 17 (1), p. 216. 
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and the Assistant Chief of Staff, G-3, and the Services of Supply authorized, 
a second officer candidate school to produce Medical Administrative Corps 
second lieutenants. G-8 originally established the school’s capacity at 750; it 
opened in May 1942 at Camp Barkeley, Tex., where a Medical Department 
replacement training center was located, and graduated its first class in July 
of that year. The number of second leutenants commissioned thereupon 
stepped up sharply, although not enough to meet all needs. 

Kighty-five percent of the peak strength of the Medical Administrative 
Corps on duty during World War II were former enlisted men or warrant 
officers who had been graduated from officer candidate schools. The great 
majority of these graduates (74.0 percent of the first 31 of a total of 40 classes 
turned out by the Camp Barkeley school) were men inducted by selective 
service. Many had civilian backgrounds in fields that were of direct use to 
the Medical Department; for example, there were laboratory, medical, and 
surgical technicians, male nurses, teachers, and men from supply and whole- 
sale firms, whose understanding of warehousing and shipping proved useful in 
medical depots. Furthermore, great numbers of them were acquainted at least 
in an elementary way with the work of the Medical Department, having been 
assigned to it before attending these schools. 

The Officer Candidate School located at Carlisle Barracks turned out an 
average of 177 per month in 1942. Unfortunately, it became necessary to 
close this school on 27 February 1943 to make room for other officer training, 
and even an increased output at the Camp Barkeley school failed to attain 
what the two schools could have produced. 

From July through December 1942, the officers produced by these schools 
averaged 670 per month, or a total of 4,024. Output, however, did not meet 
demand until the fall of 1943 when large numbers of Medical Administrative 
Corps officers were in replacement pools in this country. On 31 October 1948, 
the total strength of the corps was 13,867, enough to justify a sharp curtailment 
at the Camp Barkeley school. 

In March 1944, the decision to substitute a Medical Administrative Corps 
officer for one of the two Medical Corps officers serving as battalion surgeons, 
and to make similar replacements in other positions,?° caused a heavy drain 
on the numbers in replacement pools. The officers chosen to become battalion 
surgeons’ assistants were sent to Camp Barkeley for special training. As 
class after class was sent to this school, it became evident that the entire 
corps would have to be enlarged, and in May and June 1944 both officer can- 
didate schools were reopened. By this time, not only had the facilities been 


24(1) Memorandum, Office of The Surgeon General (Col. John A. Rogers, Executive Officer), for 
Commanding General, Services of Supply, 11 Apr. 1942, subject: Officer Candidate School. (2) Mem- 
orandum for Record, G—3, for Services of Supply, 11 Apr. 1948, subject: Additional Medical Corps 
Officer Candidate School. 

* War Department Circular No. 99, March 1944. (In the early part of the war, the Surgeon 
General’s Office. had planned to substitute a dental officer as assistant battalion surgeon, but the 
scarcity of dentists in the Army caused their removal before the table of organization was published. 
Letter, Maj. Gen. Alvin L. Gorby, MC, to Col. John B. Coates, Jr., MC, Director, Historical Unit, 
U.S. Army Medical Service, 8 Apr. 1956.) 
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scattered, but Medical Administrative Corps officers wanted for instructors 
were scarce in the United States. Hence, there was some difficulty in re- 
cruiting staffs for the reopened schools.?° In any event, these schools pro- 
duced no new graduates until September 1944. 

The necessity and difficulty of accelerating the production of Medical 
Administrative Corps officers in 1944 and 1945 might have been at least par- 
tially avoided if the real situation had been appreciated and the demand 
foreseen and if, therefore, production had been maintained at a constant 
rate. ‘The presence, in the United States, of large numbers of Medical Ad- 
ministrative Corps officers in pools during 1943 was deceptive, for although 
these officers were presumably free for assignment elsewhere, the service com- 
mands had actually been using them and when they were withdrawn for 
training as battalion surgeons’ assistants and for other assignments the serv- 
ice commands were left inadequately manned.** The Surgeon General’s Of- 
‘fice may have hoped in 1943 that enough additional appointees for the Medi- 
cal Corps could be obtained without supplementing them to a much greater 
extent by Medical Administrative Corps officers; the Surgeon General’s Of- 
fice was always conservative in its estimates of how many of them could 
be used to replace doctors in administrative work. It is true also that one 
officer candidate school had to be closed in 1943 for reasons unconnected with 
any supposed surplus of Medical Administrative Corps officers—the facilities 
of the Medical Field Service School were converted to training doctors in 
military subjects when a large number of newly commissioned officers en- 
tered the Army as the result of the procurement efforts during the summer 
of 1942. 

In the period from 1 September 1943 through June 1945, the Medical 
Administrative Corps had 6,346 accessions : ** 


SeptembersWecember 194354 5— 2. 2 3 ee ee i 713 
eu ERED URE EL Clr Repke 590 
PGs Va ged) Se PCs Le ee eg ee ne ee eee 1, 088 
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Of these, 5,328 were graduates of the officer candidate schools, while the next 
largest number, 877, were from the ranks of enlisted personnel; other sources 
—civilian life, warrant officers, and members of the Officers’ Reserve Corps— 
furnished smaller numbers. 


Oversea theaters 


The administrative measures which led to the provision of replacements 
for Medical Administrative Corps officers included the grant of commissions 
to medical enlisted personnel who attended officer candidate schools in the 


26 Letter, Office of The Surgeon General (Director, Military Personnel Division), to Lt. Col. A. H. 
Groeschel, Army Service Forces Training Center, Camp Barkeley, Tex., 1 July 1944. 

27 Report, Military Personnel Division, Office of The Surgeon General, to Historical Division, 
Office of The Surgeon General, summer 1945, subject : Medical Department Personnel. 

28 See footnote 7, p. 213. 
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European theater and in the Pacific.2? A special branch of the Officer Can- 
didate School in the Southwest Pacific was devoted to the preparation of 
Medical Administrative Corps officers. It began to function in March 1948. 
By the end of August 1945, the branch school had graduated 153 men, some 
of whom may originally have been warrant officers.°° Eighteen men were 
trained as Medical Administrative Corps officers at the Officer Candidate 
School in New Caledonia prior to 31 August 1945. In the European theater, 
there was no special course for Medical Administrative Corps personnel, but 
perhaps as many as 50 men were commissioned in that corps after having 
taken the general course for officers. 


FIGURE 34.—Nurses’ duty uniform, 1943. 


*9 (1) Annual Report, Operations and Training Division, Office of the Chief Surgeon, European 
Theater vf Operations, U.S. Army, 1942. (2) Memorandum for Record, signed “E.G.,” 5 July 1945. 
(3) TWX, CM—IN—2974, New Caledonia, to War Department, 6 Dee. 1942. 

80 (1) Essential Technical Medical Data, U.S. Army Forces, Far East, August 1943. (2) Memo- 
randum, F. H. P[etters], to Commanding General, Headquarters, U.S. Army Forces, Far East, subject: 
Medical Administrative Corps, Officer Candidate School. (3) Memorandum, Col. G. D. France, for Chief 
Surgeon, U.S. Army Services of Supply, Southwest Pacific Area, 23 Nov. 1948, subject: Report. (4) 
Letter, Lt. Col. A. E. Miller, to Capt. John W. Haverty, Office of Chief Surgeon, U.S. Army Services 
of Supply, 20 Mar. 1945. 
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During the first 2 years of war, the number of nurses in the Army rose 
steadily, but never to a point where the Army decided it had enough for all 
present and future needs. The Personnel Service of the Surgeon General’s 
Office supplemented the familiar appeals to the humanity and patriotism of 
civilian nurses by active steps that resulted in improvements in the pay and 
status of Army nurses and ultimately benefited the whole nursing profession. 
The provision of more attractive uniforms (figs. 34 and 35) was another re- 
cruiting device. Failure to fill the gap completely by these methods resulted 
in several expedients: The reduction of authorized nurses in the tables of 
organization, the use of enlisted women without professional training who 
could perform some of the minor nursing functions, and improved classification 
of Army nurses to make better use of those already in service. It is safe to 
say, however, that much of this ancillary personnel would have been brought 
in even if the nurse quota had been filled, for it came to be recognized that 
such assistants could perform certain duties quite as well as nurses. 


Procurement, 1942—43 


In the months following Pearl Harbor, the number of nurses placed on 
active duty increased sharply, probably as a consequence of a keener desire 
of many to serve their country now that it was at war. An immediate lag in 


Nurses’ dress uniforms, 1943. 


FIGURE 35. 
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processing applicants was overcome by February 1942 when procurement of 
1,219 nurses tripled the figure for December. Over 18,000 nurses were brought 
on active duty in 1948, the peak year for procurement during the war.*t One 
factor that contributed to this was the news that more Americans were fighting 
on more fronts and that casualties were beginning to reach the United States 
in sizable number. The procurement effort itself, however, together with the 
removal of certain obstacles to recruitment, must also have been largely 
responsible. 


Early procurement agencies, 1942 


During the war, the Nursing Division of the Surgeon General’s Office, 
headed by the Superintendent of the Army Nurse Corps, continued to have as 
one of its functions a share in the procurement of nurses.®? In late 1942, it was 
estimated that approximately two-thirds of the nurses who entered the Army 
came in by way of the Red Cross after enrollment in its First Reserve (renamed 
the War Reserve in December 1942). Membership in this Reserve, however, 
made a nurse eligible not only for active duty in the Army but for the Red 
Cross “disaster service,” and some nurses were unwilling to commit themselves 
to the latter. Some also feared that even if brought into Army service they 
would be placed in a Red Cross unit and thereby lack the protection which 
military status gave them.** This fear proved groundless; Red Cross hospitals 
were used in the First but not in the Second World War. For these and other 
reasons, the effectiveness of the Red Cross as a procurement agency was some- 
what reduced. 

Although some members of the Medical Department complained that the 
necessity of working through the Red Cross slowed procurement unnecessarily, 
the arrangement continued until after the close of hostilities. In fact, when 
testifying before the Committee to Study the Medical Department of the Army 
(in the fall of 1942), both The Surgeon General and the Superintendent of the 
Army Nurse Corps spoke approvingly of the help received from the Red Cross. 
Asked if he would favor setting up his own organization for the procurement 
of nurses, The Surgeon General said: “I would hate to see anything arise to 
disrupt that fine recruiting scheme that the Red Cross has established.” 

The function of the Red Cross in nurse procurement was not limited to 
obtaining members for its Reserve. One of the most valuable services it ren- 
dered the Army was the examination of nurses’ credentials for professional 
qualifications. Beginning in 1942, the Red Cross performed that service on 
the papers of nurses who entered the Army directly, as it had done previously 
in the case of nurses joining the First Reserve. 


81 Strength of the Army, 1 Oct. 1946. Prepared for War Department General Staff by Machine 
Records Branch, Office of The Adjutant General, under direction of Statistical Branch. 

®2 Unless otherwise noted, much of the account of nurse procurement is drawn from Blanchfield, 
Florence A., and Standlee, Mary W.: Army Nurse Corps in World War II. [Official record.] 

33 (1) Committee to Study the Medical Department, 1942. (2) Kernodle, Portia B.: The Red 
Cross Nurse in Action, 1882-1948. New York: Harper & Brothers, 1949, p. 163, footnote 10, 
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Other organizations continued to take part in the drive for nurses. Early 
in 1942, the Subcommittee on Nursing of the Medical and Health Committee, 
Office of Defense Health and Welfare Services, the Federal agency engaged in 
such matters, voted to “transfer the further development of a plan for initiating 
the procurement and assignment of nurses through local nursing councils to 
the Nursing Council on National Defense,” the association of nursing 
organizations.** 

In April, the Council (renamed at this time the National Nursing Council 
for War Service) established a Supply and Distribution Committee. This 
committee laid down a program which included among other tasks that of 
helping through its State nursing councils (1) to recruit nurses into the Red 
Cross First Reserve and (2) to distribute nurses for civilian needs. The 
committee also decided to set State recruiting quotas, thereby giving the States 
something definite to aim at; State nursing councils would be responsible for 
breaking these quotas down to local ones. The State quotas were “determined 
on 75 percent of the number of nurses eligible”; that is, the unmarried nurses 
under 40 years of age, as shown in the National Inventory. Presumably, the 
figure of 75 percent was chosen to allow for the physically unfit, those with 
heavy obligations, or those who could not accept military duty for other 
reasons. It was to be understood that these quotas were temporary and would 
be raised as needs increased. 


Measures to speed procurement 


Various steps were taken during the early war period, some along well- 
tried lines, to bring more nurses into the Army. The Army Nurse Corps and 
the American Red Cross carried on a publicity campaign, using radio and 
magazine announcements and nurses’ conventions to broadcast the need for 
more Army nurses. Nurses served, too, in various cities with the Army War 
Shows, Inc., with a view to interesting civilian nurses in Army service. No 
figures are available on the numbers of nurses persuaded by these means to 
accept Army duty, but the Nurse Corps stated that reports on the Army War 
Shows indicated “that interest is being shown in each city visited”; apparently, 
too, more nurses applied for assignment to affiliated units as a consequence of 
these meetings.*® 

As another means of filling the gap, the Army Air Forces in September 
1942 took steps toward procuring its own nurses. Because of shortages, assign- 
ment of the required number of nurses to Air Forces installations was often 
delayed. It was usual for new hospitals to be established without an adequate 
number of nurses, and at times, there were none for a matter of months; it was 
necessary to use enlisted men in nursing duties until adequate numbers of 


84 Minutes, Meeting, Supply and Distribution Committee, National Nursing Council for War Service, 
16 Apr. 1942. 

85 See footnote 34. 

36 Special Report, Army Nurse Corps, to Army Service Forces, 5 Aug. 1942. 
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nurses could be assigned.*” In February 1943, the Air Surgeon’s Personnel 
Division began the processing of applications received from nurses. From 
that date until March 1944, when recruiting by the Air Surgeon’s Office came 
to an end, 4,152 applications were completed and sent to the Nursing Section 
for appointment and assignment.** 

About the time that the Air Surgeon was moving to procure his own 
nurses, the Secretary of War’s Committee to Study the Medical Department 
was somewhat critical of the procurement activities of The Surgeon General’s 
Nursing Division. The committee stated that while there was conflicting testi- 
mony on the relative merits of procurement through the Red Cross or by the 
Army directly, it felt that “with more aggressive leadership and stronger ad- 
ministration in the Army Nurse Corps the present system of recruitment would 
in all probability be satisfactory.” Finding that the number of nurses, al- 
though adequate at the time, might become critical in the coming year, the 
committee believed that the Director of the Nursing Division (the Superin- 
tendent of the corps) was too complacent about the future and had apparently 
given insufficient thought to the methods by which the number of nurses availa- 
ble for Army duty could be materially increased. 

The Surgeon General’s Nursing Division showed somewhat less confi- 
dence than the committee in the ability of the Red Cross to produce the number 
of nurses required and late in 1942 favored employing another agency to con- 
duct a recruiting campaign.®® The Secretary of War disapproved the 
proposal. 

At this time, also, the Director of the Military Personnel Division, Services 
of Supply, instructed the Army Nurse Corps to formulate a plan which would 
use not more than 50 Army nurses in recruiting activities, this plan to utilize the 
services of the Officer Procurement Service and the Red Cross. The Officer 
Procurement Service had offices in many cities of the country, which provided 
space and facilities, but the Red Cross, still responsible for all publicity and 
paper work in connection with the nurse procurement program, furnished 
clerical assistance. The Officer Procurement Service acted in an advisory 
capacity to the Army nurses, arranging administrative details for conferences 
and physical examinations at dispensaries, but it was forbidden to engage in 
procuring, processing or presenting for appointment candidates for the Army 
Nurse Corps. The Red Cross not only retained these prerogatives, but com- 
plained when it believed the Officer Procurement Service was encroaching on 
Red Cross functions by using the recruiting nurses for direct recruiting work 
rather than as liaison to the Red Cross.*° 


37 Coleman, Hubert A.: Organization and Administration of the Army Air Forces Medical Service, 
Zone of Interior. [Official record. | 

38 Annual Report, Personnel Division, Office of the Air Surgeon, 1943-44. 

3° Memorandum, Col. Florence A. Blanchfield, USA (Ret.), for Col. C. H. Goddard, Office of The 
Surgeon General, 14 July 1952, subject : Medical Department History in World War II. 

40 Letter, Gertrude S. Banfield, Assistant in Charge of Enrollment and Procurement, American 
Red Cross, to Lt. Col. Florence A. Blanchfield, Superintendent, Army Nurse Corps, 23 Mar, 19438. 
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Various measures were introduced during 1942-43 relaxing nurses’ qualifi- 
cations and improving their conditions of service, most of which may have had, 
or were intended to have, a favorable effect on recruitment. Two early restric- 
tions were age and marital status. When the United States entered the war, 
the Army Nurse Corps would accept neither married women nor women over 
30 years of age. In the spring of 1942, the Army raised the age limit from 30 
to 45 years for Reserve nurses joining the Army to serve in affiliated units or 
in a special assignment, such as anesthetist, operating-room supervisor, chief 
nurse, and instructor; ** and the following year, it accepted nurses up to 45 
years of age for general assignment.‘ The age for entering the Regular Army 
Nurse Corps was not raised above 30 years, but this limitation ceased to have 
meaning in January 1943 when procurement of Regular Army nurses was 
stopped. 

Beginning on 1 October 1942, The Surgeon General at his discretion could 
retain in service for the duration of the emergency and 6 months thereafter any 
Army nurse who married. The number of discharges from the Army Nurse 
Corps declined from the total of 821 in the 4 months prior to October 1942 to 
only 265 in the first 4 months of 1943.4 

In November 1942, the Army announced that it would accept married 
nurses for the duration of the war and 6 months afterward, but stipulated that 
they would not be stationed at the same installation as their husbands and that 
nurses with minor children would be accepted only after providing for their 
care outside military reservations. Later, no married nurses with children 
under 14 years of age were accepted.** 


The Procurement and Assignment Service 


As shortages of nurses increased in certain areas in civilian life, a country- 
wide control which would effect more equitable distribution both between the 
Armed Forces and the civilian community itself came to seem necessary to 
more people. Army and Navy representatives stood against such control, 
believing it would limit their ability to obtain the numbers needed. ‘The ques- 
tion of how to guarantee nursing service to civilian communities arose during 
hearings of the Committee to Study the Medical Department of the Army. 
One committee member even insisted that the procurement activities of the 
Army Nurse Corps gave no consideration to the protection of community needs. 
The charge was not sustained by the record, which was good enough, on the 
whole, to make understandable the reluctance of the Corps Superintendent to 
accept the intervention of the Procurement and Assignment Service.*° 


41 Letter, Superintendent, Army Nurse Corps (Maj. Julia O. Flikke), to Miss Alma C. Haupt, 
Nursing Consultant, Health and Medical Committee, Federal Security Agency, 7 Mar. 1942. 
42 Annual Report, Nursing Division, Office of The Surgeon General, U.S. Army, 1943. 
43 (1) War Department Circular No. 317, 1942. (2) See footnote 31, p. 222. 
44(1) War Department Circular No. 365, 1942. (2) See footnote 42. 
45 Letter, Col. Florence A. Blanchfield, USA (Ret.), to Col. John B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 21 Feb. 1956. 


226 PERSONNEL 


In September 1942, believing that Government assistance was needed, the 
National Nursing Council for War Service referred to the Subcommittee on 
Nursing of the Health and Medical Committee the question of the supply and 
distribution of nurses. In October, the Health and Medical Committee re- 
sponded with a resolution urging that a Nurse Supply Board be established 
in the War Manpower Commission. After the War Manpower Commission 
had suggested a review of the proposal, the Subcommittee on Nursing and the 
National Nursing Council for War Service voted on 19 December 1942 to make 
no change in the original recommendation, which presented a fairly cogent 
argument as follows: 

1. The problem of supply and distribution of nurses was essentially the 
same as that of other types of personnel and should be handled by the same 
overall agency. 

2. Nurses, being women, fell altogether outside the jurisdiction of the Se- 
lective Service System—unlike male professional groups—and therefore needed 
even more than the latter the consideration of the War Manpower Commission. 

3. If a supply and distribution system was to function on local, State, and 
national levels, the prestige, authority, and money of the War Manpower 
Commission were needed. 

4. The U.S. Public Health Service was administering a $3,500,000 appro- 
priation for nursing education and was using the Subcommittee on Nursing 
of the Health and Medical Committee as its advisory group. Needed expan- 
sions in this program could be maintained under the Public Health Service with 
close liaison with the proposed Nurses Supply Board.*® 

In January 1943, the Subcommittee on Nursing voted to approve the idea 
of the establishment of an advisory committee in lieu of a Nurses Supply Board 
on the ground that such a board would not have fitted in with the War Man- 
power Commission’s organizational policy. In February 19438, the War 
Manpower Commission approved a Nursing Supply and Distribution Service, 
and in May, the Chairman of the Commission announced officially that this 
unit was established under the direction of the War Manpower Commission’s 
Bureau of Placement at the request of the nurses represented by the National 
Nursing Council for War Service. Meanwhile, he had appointed an Advisory 
Committee to the new Service, choosing members from a list of names sub- 
mitted by the Subcommittee on Nursing. 

The Nursing Supply and Distribution Service was originally planned as an 
independent unit in the War Manpower Commission, but in June 1948, it was 
transferred to the Procurement and Assignment Service, its name changed to 
Nursing Division, and the Advisory Committee attached to it. The functions 
of the newly formed Nursing Division were (1) to consider the nursing needs 
of the Armed Forces and establish a quota for each State to meet these needs; 
(2) to determine the availability for military service or essentiality for civilian 
services of all nurses eligible for military service and submit these findings to 


“Proposals for Administration and Operating Organization of the Nursing Supply and Dis- 
tribution Service, Bureau of Placement, War Manpower Commission, 10 June 1943. 
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the American Red Cross for use in procuring nurses for the Armed Forces; 
(3) to insure maximum utilization of all members of the profession; (4) to 
maintain a complete roster of the nursing profession; and (5) to carry out 
these functions through State and local committees in accordance with policies 
and recommendations made by the Directing Board of the Procurement and 
Assignment Service.‘ 

The organization of the Nursing Division followed in general the pattern 
of that for physicians, dentists, and veterinarians, with State and county chair- 
men and committees. In general, the State Supply and Distribution Com- 
mittees of the National Nursing Council for War Service were redesignated 
State Committees of the Procurement and Assignment Service. ‘Two outstand- 
ing members of the nursing profession were appointed as members of the 
Directing Board of the Procurement and Assignment Service. They were Miss 
Katherine Tucker of the University of Pennsylvania, and Miss Laura Grant of 
the Yale-New Haven Hospital. 

Local boards classified nurses either as available for military duty or as 
essential to civilian nursing care. After the State committees had reviewed 
these classifications, they sent the names of those considered available for 
military service to the Red Cross recruiting committees in the areas where the 
nurses resided, and invited the nurses to apply to the Red Cross for military 
duty. 

The Procurement and Assignment Service encountered difficulties in the 
first months of its jurisdiction over nurses. A questionnaire sent to State com- 
mittee chairmen and designed to show how many local Nursing Councils for 
War Service already existed, how many were to be organized, where the State’s 
copy of the National Inventory of Nurses was kept, and whether the committee 
considered the Inventory up to date, brought forth a picture of lack of uni- 
formity in organization and uncertainty of knowledge. The National Nursing 
Council for War Service found that efforts to notify nurses of their classifica- 
tion presented difficulties. In an effort to relieve State and local committees at 
a time when the urgency to fill military quotas was increasing, the Council 
in September 1943 agreed to inform nurses of their classification only if they 
were declared eligible for military service, leaving all other nurses to be notified 
later.*® 


Procurement, 1944—45 


The procurement of Army nurses, which had proceeded at a fairly rapid 
rate during the last 3 months of 1943, fell by somewhat more than half in the 
3 months following, after which it dropped even more sharply. The net 
increase in the strength of the Nurse Corps from 31 December 1948 to 31 March 
1944 was 1,931; in the succeeding 9 months, the increase was only 3,710 leaving 


47 See footnote 1(2), p. 211. 

48(1) News About Nursing: Procurement and Assignment. Am. J. Nursing 43 : 948-949, October 
1943. (2) Letter, L. Louise Baker, to Miss Katherine E. Pierce, Chairman, State Committee for 
Nurses, Procurement and Assignment Service, Boston, Mass., 19 Oct. 1943. 
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the corps with a strength of 42,248 at the end of the year. The slowup probably 
resulted in part from doubt occasioned by certain transactions in late 1943 and 
early 1944. The supposed cut in the Nurse Corps ceiling, from over 50,000 to 
40,000, became widely known in December 1945. 

On 21 April 1944, the service commands were notified to cease making 
appointments to the Nurse Corps. The fact that a week later the War Depart- 
ment raised the authorized strength of the corps from 40,000 to 50,000 and that 
The Surgeon General took immediate steps to have the service commands 
resume recruiting does not seem to have dispelled a doubt on the part of civilian 
nurses and their organizations that the Army really needed many additional 
nurses; at any rate, procurement continued to lag. This feeling of hesitation 
was reinforced by a belief that, following the rapid progress of the Allies 
through Europe in the summer of 1944, the war would end in the fall. There- 
fore, although casualties mounted, applications for appointments to the Nurse 
Corps decreased. <A recruiting campaign conducted in September failed almost 
completely ; 27,000 letters sent to nurses whom the Procurement and Assign- 
ment Service had classified as available for military service brought the Super- 
intendent of the Nurse Corps, Colonel Blanchfield, but 700-odd replies, of 
which only approximately 200 were from correspondents later found suitable 
for Army commissions. 

The Surgeon General’s Personnel Service and the Army Nurse Corps 
Technical Information Branch were thoroughly alarmed over the failure of 
nurses to volunteer. In September, when The Surgeon General was arranging 
to evacuate a large number of patients from Europe, Colonel Blanchfield 
warned the National Nursing Council for War Service that recruitment 
activities must be stepped up. 

The Surgeon General became increasingly vocal over the nurse shortage 
and was concerned about restrictions laid down by the Procurement and Assign- 
ment Service. In October, he informed the various procurement groups that 
it was time they all pulled together without regard to credit for their 
accomplishments. 

The Surgeon General’s Military Personnel Division (Personnel Service) 
recommended procedures designed to bring more nurses onto active duty. The 
division urged, too, that civilian institutions should be restrained from prosely- 
tizing cadet nurses and that the Army should exert itself to persuade senior 
cadets serving in Army hospitals, of which there were only 486 at that time, 
to enter the Army Nurse Corps. 

There was little agreement on why nurses were not volunteering in the 
numbers desired and on what remedial measures should be taken. The Red 
Cross admitted that its own procedures and those of the Army in handling 
nurses’ applications took time but did not see how the process could be shortened 
in the face of the classification requirements imposed by the Procurement and 
Assignment Service. The Procurement and Assignment Service, on the other 
hand, believed some recruiting and assignment difficulties arose from lack of 
uniform appointment procedures. Certainly, the Army was not blameless, for 
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the service commands were not accepting nurses as soon as they applied. 
Rather, each service command waited until its own basic training course was 
beginning. Although the longest wait thus involved was only a month, the 
delay permitted people to conclude that the Army still did not urgently need 
nurses. It is possible that if at this time The Surgeon General’s Military Per- 
sonnel Division had been given a free hand it might have simplified appointive 
procedures and reduced the delays. 


H.R. 2277: the nurse draft 


Fanned by public relations releases, the nation’s press was at this time 
adopting the nurse shortage as headline material. Beginning in November 
1944, increasingly critical articles were appearing, some of them denouncing 
what they termed “bureaucratic delays.” On the other hand, rumors of a nurse 
draft persisted, some coming from members of the Procurement and Assign- 
ment Service and the National Nursing Council for War Service, groups which 
had discussed such a possibility much earlier. Despite the diverse ideas on why 
nurses were not volunteering in the desired numbers, the two segments of the 
Surgeon General’s Office that were most closely concerned with the problem— 
the Nursing Division and the Military Personnel Division—agreed on one 
thing—nurses should not be drafted. 

On 19 December 1944, however, Walter Lippmann, a nationally syndicated 
columnist, after conferring with The Surgeon General wrote a column entitled 
“American Women and Our Wounded Men,” which focused the attention of the 
American people on the Army’s nurse shortage. In the article which appeared 
in the 19 December 1944 issue of the Washington Post, Mr. Lippmann asserted 
that he was reporting only the stark truth, which was well known to the Army 
and to the leaders of the medical professional, that American soldiers were not 
receiving the nursing care they must have. It was Lippmann’s article that 
precipitated the draft issue. Later the same day, the Secretary of War, having 
read the article, asked The Surgeon General informally to clarify the nursing 
situation. The Surgeon General assured him that Mr. Lippmann actually por- 
trayed a nearly hopeless situation. The Secretary of War then decided in favor 
of a draft of nurses. The necessary legislation was prepared on Christmas Eve 
by Col. Durward G. Hall, MC, and Mr. Goldthwaite Dorr, Special Assistant to 
the Secretary of War, who worked through the night.*® The proposal to draft 
nurses was incorporated into the President’s State of the Union message 
delivered to Congress on 6 January 1945. The President told Congress that 
recent estimates had increased the total number of Army nurses needed to 
60,000. 

Bills were introduced and hearings held in both Houses of Congress. The 
ceiling on the corps, raised from 50,000 to 55,000 about 380 January 1945, was 
further boosted a week later to 60,000, the figure the President had mentioned 


49(1) Memorandum, Henry L. Stimson, for the President, 30 Dec. 1944. (2) Statement of 
Durward G. Hall, M.D., to the editor, 27 May 1961. 
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in his message to Congress. A member of the Army Nurse Corps from the 
Personnel Division of the Surgeon General’s Office, testifying before the House 
Military Affairs Committee, estimated that before 1 June 1945 the Army would 
need 60,000 nurses to assure sick and wounded soldiers adequate nursing care,°° 
‘an estimate that the Superintendent of the Army Nurse Corps felt was too 
high.*! 

Late in February 1945, the House Military Affairs Committee approved the 
draft bill; as thus approved, the bill left the maximum age at 44 years, but 
raised the minimum age to 20 years (instead of 18, as suggested by the Presi- 
dent) ; it provided that all nurses, married and single, were to register, although 
married ones would not be drafted; the Procurement and Assignment Service 
was designated as the authority to declare which nurses would be available for 
military service; and cadet nurses were to be inducted first.*? The House 
passed the bill on 7 March. 

Three weeks later (28 March), the Senate Military Affairs Committee ap- 
proved a draft of nurses, but while a bill to that effect awaited further Senate 
action, events occurred which indicated that it might not be needed after all. 
The response to the President’s message had been immediate. In February, 
the monthly increase, which recently had been measured in hundreds and some- 
times fewer, reached nearly 1,900; in March, it was over 4,100. Beginning in 
April, the rate of increase fell off although the total strength of the corps 
continued to increase to the end of August, when it amounted to 55,950, or 
13,702 more than the strength at the end of December 1944. 

In April while the European theater reported a shortage of 2,000 nurses, 
it stated that the problem was only potential: There were always enough nurses 
in staging areas who could be transferred to units needing temporary assist- 
ance.®® At the same time, the chief nurse of the theater, Lt. Col. Ida W. Daniel- 
son, ANC, requested an officer from The Surgeon General’s Military Personnel 
Division to report, upon his return to the United States, to the Superintendent 
of the Army Nurse Corps that the theater required no additional nurses; so 
many were there already that there was no housing at the hospitals for them.*4 
The Superintendent of the Nurse Corps questioned whether there was any real 
shortage of nurses either in the European or the Mediterranean theater at this 


50Am. J. Nursing 45: 175, March 1945. 

‘.' The fact that during the hearings the figure was raised by 10,000 so impressed the Directing 
Board of the Procurement and Assignment Service that after the war, in commenting on weaknesses 
in the Army’s program for procuring nurses and others, it pointed this out as an example of rapidly 
changing statements of needs. The Directing Board expressed the opinion that “this [Army] 
uncertainty made it extremely difficult to undertake a sustained, consistent recruitment campaign.” 
(Memorandum, Frank H. Lahey, M.D., Chairman, Directing Board, Procurement and Assignment 
Service, for Watson B. Miller, Administrator, Federal Security Agency, 26 June 1946. Mr. Miller 
sent a copy to the Secretary of War on 5 Sept. 1946.) 

52 Senate Committee on Military Affairs, 79th Cong., Ist sess., Hearings, on H.R. 227, ‘Nurses 
for the Armed Forces.” 

53 Semiannual Report, Nursing Division, Office of the Chief Surgeon, Buropean Theater of 
Operations, U.S. Army, January—June 1945. 

54 Information from Colonel Danielson, 4 Noy. 1959. 


OTHER MILITARY COMPONENTS 931 


time. Early in April 1945, she returned from a tour of inspection of these 
theaters with assurances from the respective chief surgeons that their require- 
ments for nurses would be limited to prompt replacements. She concluded 
that even though “there may be a shortage of nurses based on T/O allotments 
in Medical Department units, there was no shortage based on need at the time 
of [her] visit.” °° 

Meanwhile, procurement had been so good that on 4 May 1945 the Sur- 
geon General’s Office advised Army Service Forces headquarters that current 
assignments then amounted to 52,000 and it was estimated that 1,000 more 
would join in the next 2 months. As requirements after the defeat of Ger- 
many would amount only to 52,800, the Surgeon General’s Office rec- 
ommended to Army Service Forces headquarters that the War Department 
cease to press for legislation to draft nurses.°* As a consequence, a letter 
was addressed on 24 May to the appropriate member of the Senate stating 
that the War Department believed there was no longer a need for special 
draft legislation. Some time earlier, action in the Senate had already been 
stalled by a decision on the part of the acting majority leader not to call up 
the draft bill when Senators Edwin C. Johnson and Robert A. Taft signified 
their intention of opposing it. Shortly after these events, recruiting for the 
Army Nurse Corps came to an end. 


DIETITIANS AND PHYSICAL THERAPISTS 


As the expansion of medical facilities continued and the need for dieti- 
tians and physical therapists grew more acute, it became apparent that The 
Surgeon General needed assistance in recruiting them. Although his Office 
was informed as to the availabilities of these personnel, it was unable to ex- 
ploit them because it lacked the means of publicizing the Army’s needs.* 
Needing a salesman, he turned to the Officer Procurement Service of the 
Army Service Forces, which performed the task very satisfactorily. By 
bringing information to the public about work in dietetics and physical thera- 
py, that agency assisted the Medical Department immeasurably not only in 
immediate but in long-range procurement.°> The Officer Procurement Serv- 


55 See footnote 45, p. 225. 

56 Memorandum, The Surgeon General, to Commanding General, Army Service Forces, 4 May 
1945, subject : Nurse Requirements After V—E Day. 

57 Unless otherwise noted, this account is based on: (1) Manuscript histories of the dietitians and 
physical therapists prepared by the Directors of the respective components. (2) Letter, Col. E. E. 
Vogel, USA (Ret.), to Director, Historical Unit, U.S. Army Medical Service, 28 Mar. 1956. 

58 (1) Account of interview with Dr. John D. Currence, Director of Physiotherapy, Post-Graduate 
Hospital, Columbia University, in Memorandum, Maj. Edwin HB. Nash, Officer Procurement Service, 
N.Y.C., for Lt. Col. John B. Marsh, 1 July 1943, subject: Physical Therapy Aides Available. (2) 
Account of interview with Dr. Don W. Gudakunst, Medical Director, National Foundation of Infantile 
Paralysis, N.Y.C., in Letter, 1st Lt. Willard F. Ande, MC, Officer Procurement Service, N.Y.C., to 
Major Nash, 12 July 1943. (3) Field Transmittal 88, Officer Procurement Service, to Officer Procure- 
ment Districts, 7 July 1943, subject: Procedure for Procurement and Processing of Physical Therapy 
Aides and Dietitians. 
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ice succeeded in recruiting about 250 physical therapists for the Medical 
Department. 

A nationwide survey in 1942 demonstrated that the number of dietitians 
and physical therapists available was inadequate to meet both civilian and 
military needs. On the recommendation of the Directors of the two groups, 
therefore, The Surgeon General undertook the most extensive program of 
training in dietetics and physical therapy ever conducted by a civilian or 
military organization in the United States. Without such action, the Army’s 
needs could not have been met. In the course of the war, the Medical De- 
partment conducted 10 programs for physical therapists in selected Army 
general hospitals, and 3 on a contract basis in civilian institutions. It also 
established a student-apprentice program for dietitians, the students being 
trained at four Army general and several civilian hospitals, and the ap- 
prentices at other selected Army hospitals. In addition, the Medical De- 
partment provided short physical therapy technician courses for enlisted 
members of the Women’s Army Corps. Graduates were qualified to relieve 
the physical therapist of many nonprofessional duties, thus enabling her to 
devote most of her time to the actual care of patients. This program was 
undertaken in 1945 when it appeared that the number of fully qualified physi- 
cal therapists was too small to care for the large number of patients then 
arriving from overseas. The program produced 413 trained technicians.*® 

Earlier, in 1944, believing that a certain number of women, though proper- 
ly qualified to be commissioned as dietitians and physical therapists, had 
entered the Women’s Army Corps, The Surgeon General made arrangements 
permitting such women, whether officers or enlisted personnel, to be discharged 
from the corps and commissioned as dietitians or physical therapists.°° In 
1945, an opportunity was offered to properly qualified enlisted women to 
become second lieutenants in the dietitians group upon completion of a 6 
months’ course given by the Medical Department.” 

Despite all the measures taken, the numbers on duty never reached the 
largest objective set for them (in May 1945)—2,150 in the case of the dietitians, 
1,700 in that of the physical therapists.” The peak active-duty strength of the 
former was 1,580; of the latter, 1,300 (table 1). Procurement figures for 
dietitians and physical therapists, which began only in December 1944, show 
the following acquisitions for the 7-month period ending on 30 June 1945: 
Dietitians, 205; and physical therapists, 293. 


59 Memorandum, Director, Physical Therapists, for Lt. Col. Fred J. Field, Office of The Surgeon 
General, 17 Sept. 1945. 

69 War Department Circular No. 90, 1944. (Under the provisions of this circular, nurses who 
were enrolled in the Women’s Army Corps could also be released and appointed in the Army Nurse 
Corps, where they could practice nursing. See also War Department Circular No. 208, 1944.) 

61 War Department Circular No. 71, 1945. 

6 Letter, The Adjutant General, to Commanding General, Army Service Forces, 30 May 1945, 
subject : Requirements for Dietitians and Physical Therapists. 
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Enlisted Men, Zone of Interior 


The number of enlisted men in the Medical Department increased from 
108,674 in November 1941 to a peak of 567,268 in August 1944, whence it de- 
clined to 454,989 in September 1945 at the conclusion of the war (table 1). 
These figures represent men on duty, not authorized strength; in the middle of 
1942, for example, The Surgeon General presented figures to show that the 
Medical Department had 35 to 45 percent less than its authorized enlisted 
complement. 

The method of procuring enlisted men for the Medical Department did 
not differ greatly during the war years from what it had been previously. 
Only a comparatively small number of enlisted men were earmarked for the 
Medical Department before or at the time they were inducted. Affiliated units 
were permitted to enroll technicians in the Enlisted Reserve Corps for future 
duty with those units. For a short time, persons enlisted voluntarily could 
choose the branch of service (medical or other) they preferred, but volunteers 
were not accepted after December 1942. 

The plan devised before war broke out whereby technicians of value to 
the Medical Department registered with the Red Cross with a view to being 
assigned to medical organizations upon entering the Army probably served to 
produce but few trained men for the Medical Department. Early in 1943, 
the Acting Surgeon General stated that the “normal” functioning of selective 
service did not permit calling civilians into the Army to fill a particular need, 
although at the same time he expressed confidence that the Army classification 
system was funneling the great majority of drafted medical technologists into 
the Medical Department.** With few exceptions, therefore, enlisted men 
found their way into medical units and installations after being drafted and 
with no previous claim on them by the Department. 


Problem of illiterates 


Dependence on the draft was in one way more satisfactory than having 
to rely upon volunteers, the system by which the Medical Department had to 
fill its officer corps; instead of conducting recruiting campaigns it could bank 
with reasonable certainty on receiving each month a stipulated number of 
enlisted men from reception centers. On the other hand, in recruiting officers, 
the Department could establish minimum educational and professional qualifi- 
cations; in accepting enlisted men from The Adjutant General, it had no 
direct control over the amount or type of training and experience of those it 


68 Report, Albert W. Gendebien, Military Personnel Division, Office of The Surgeon General, of 
Survey of Non-Technical Segments of the Surgeon General’s Office, 24 Sept.—10 Oct. 1942. 

6t Letter, Acting Surgeon General, to Dr. Albert McCown, Medical Director, American Red Cross, 
18 Feb. 1943. 
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received. In fact, the Department’s most serious problem seems to have been 
not a failure to obtain enough enlisted personnel but the difficulty of obtaining 
the right kind and of keeping them after they had been obtained. ‘The low 
quality, both physical and mental, of many men assigned to the Medical De- 
partment posed a continuous problem. 

The mental aptitude for Army service of enlisted men caused some con- 
cern. Medical cadres shipped to the Air Forces early in the war were filled 
largely with men whose scores in the Army General Classification Test—the 
device for measuring this aptitude—fell in groups IV and V (the lowest cate- 
gories). At Coffeyville, Kans., for example, of 97 medical recruits who joined 
an initial cadre of less than 30 men, all had scores in groups IV, V, or were 
illiterate. At Hondo, Tex., 75 percent of almost 250 medical recruits added to 
an initial cadre of 34 “were in group V or below.” ® The War Department 
took notice of the problem in August 1942 when it limited the percentage of 
illiterates (defined as those unable to read and write English of 4th grade level) 
to be included in each shipment of men from reception centers to Services of 
Supply replacement training centers. By this order, enlisted men assigned to 
the Medical Department were to include 21% percent illiterates. In compari- 
son, the Chemical Warfare Service, Engineer Corps, Ordnance Department, 
Quartermaster Corps, and Signal Corps were each to receive 314 percent of 
their enlisted manpower in illiterates. Only the Finance Department and the 
Military Police were required to take none at all. 


Limited-service personnel 


Complaints about the equality of enlisted men seem to have centered 
chiefly, however, on those who were designated as “limited-service”; that is, 
incapable of bearing the full rigors of military duty, especially in oversea 
areas.°’ Hospitals frequently charged that this type of personnel was phys- 
ically unable to do the heavy and long-sustained work required in such insti- 
tutions or were without previous medical instruction and had to be trained 
on their jobs. Some had too low mentality and too little education to absorb 
technical training. At first, the Army did not make a practice of accepting 
limited-service men. Nevertheless, some were inducted, and in December 1941, 
the authorities ordered Field Forces units to transfer all their men of that type 
to Services of Supply installations, including hospitals and other Medical De- 
partment facilities in the Zone of Interior. Unfortunately, in some instances, 
the Field Forces seized this opportunity to get rid of their “problem” men and 
promoted others before transferring them, thereby creating a morale problem 
in the installations to which they were sent. 


6 See footnote 37, p. 224. 

66 War Department Memorandum S 615—2-42, 24 Aug. 1942, subject: Limitations on Trainee 
Capacity for Illiterates at Services of Supply Replacement Training Centers. 

6TIn July 1948, the War Department announced that the term “limited service” would not be 
applied to enlisted men. (War Department Circular No. 161.) Army authorities, however, including 
those of the Medical Department, continued to apply it informally to them. 
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Some months later (July 1942), the Army adopted the policy of inducting 
limited-service men and sending them exclusively to these Army Service Forces 
installations, at the same time requiring the latter to requisition such men in 
numbers equal to 60 percent of the assigned strength. This was raised to 80 
percent in April 1943. This in effect required Zone of Interior installations 
to replace most of their personnel with limited-service men whereas, formerly 
the hospitals had absorbed their share of these men by simply adding them to 
their existing force.** 

The policy appears to have had an indirect effect on the staffing of oversea 
units. In October 1942, The Surgeon General stated that the Medical De- 
partment was receiving too many limited-service men in service command in- 
stallations to permit it to continue to man units destined for overseas with 
the type of personnel they required. According to a report from The Adju- 
tant General, he stated, medical units intended for theaters of operations were 
receiving from 50 to 95 percent limited-service personnel. Moreover, in one 
such unit, whose complement was 500 enlisted men, information showed that 
of 436 men sent to it, 16 were illiterate and 131 had an Army General Classifi- 
cation Test score below 70; the average test grade for the 436 was 82. A score 
of 100 was considered normal. In addition, many of the men lacked teeth or 
had arthritic joints. General Magee felt that excessive numbers of limited- 
service men were being assigned to medical units, and he recommended that 
action be taken to correct the situation. Headquarters, Services of Supply, 
responded that medical battalions were there receiving their full strength of 
general-service men and that evacuation hospitals and hospitals designed for a 
communications zone were being given varying percentages of limited-service 
personnel. Services of Supply reminded The Surgeon General that “the key 
to the efficient utilization of limited-service personnel is careful assignment on 
the part of the Unit commander.” ® 

In December 1942, The Surgeon General tried to obtain a commitment 
from Services of Supply headquarters that at least 10 percent of the limited- 
service men assigned to the Medical Department should have high mental and 
educational attainments. The attempt was unsuccessful. 

In the following April, The Surgeon General established a training regi- 
ment for 2,400 limited-service men to relieve the hospitals of some of their 
problems in using them. The regiment was located at the Medical Replace- 
ment Training Center, Camp Barkeley. It was planned, after men in it had 
completed basic training, to send about 20 percent of them to enlisted techni- 
cians’ schools for training in the technical specialties peculiar to the Medical 
Department. The regiment was not at first, however, built up to full strength 
as planned. During the first 12-week period after it was established, in which 


68 Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone 
of Interior. United States Army in World War II. The Technical Services. Washington: U.S. 
Government Printing Office, 1956. 

6 Memorandum, The Surgeon General, for Commanding General, Services of Supply, through 
Military Personnel Division, Services of Supply, 16 Oct. 1942, subject: Limited Service Personnel With 
Medical Department, with 1st endorsement thereto, 28 Oct. 1942. 
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it had been planned to send 2,400 men to it, only about 850 were dispatched. 
The remainder of the 2,400 who arrived in that period were classified as gen- 
eral service.” 


Key technicians 


The problem of keeping as many able-bodied men as possible in the Medi- 
cal Department became perhaps most troublesome when highly trained tech- 
nicians were involved. A War Department directive of November 1943 re- 
quiring that the use of enlisted men should be based on their physical capacity 
was followed 2 months later by an order of Army Service Forces headquarters 
dealing with the same subject. The latter directive specified that Army Ser- 
vice Forces enlisted men up to the age of 35 who had been in the Army for a 
year or longer, who had not served overseas although qualified for duty there, 
and who were serving in “operating” positions ™ in the United States were to 
be reassigned to units or installations destined for overseas. The order ex- 
cepted a few types of Medical Department enlisted men, such as “those few 
rare technical specialists developed through long periods of individual techni- 
cal training whose special skills cannot be fully utilized in any unit destined 
for overseas;” this exception, it was stated, coverd certain key surgical, dental, 
and laboratory technicians.” 

About the time this directive appeared, The Surgeon General, comment- 
ing on the original War Department order, expressed to the Commanding 
General, Army Service Forces, the fear that the document might be interpreted 
so as to deprive the Medical Department of key technicians capable of oversea 
service and replace them by men of limited physical capacity and inadequate 
technical experience. He suggested that no medical technician should be re- 
moved until a fully qualified replacement was available and that replaced tech- 
nicians should be assigned to medical installations which could properly utilize 
them.’* Perhaps in response to this suggestion, the Commanding General, 
Army Service Forces, some weeks later (16 February 1944) “reminded” com- 
manders under his jurisdiction that trained Medical Department enlisted men 
would be required in large numbers for assignment to units destined for over- 
sea service and pointed out that many of these men were scarce in civil life as 
well as in the Army. He directed that when a physically qualified enlisted 
technician was judged available for oversea service he be reported to the com- 
manding general of the service command for assignment to a medical unit. If 
there was no appropriate vacancy in a unit under the jurisdiction of the com- 


70 (1) Letter, The Surgeon General, to Commanding Generals, Medical Replacement Training 
Centers, named general hospitals, and others, 16 Apr. 1943, subject: Utilization of Limited-Service 
Personnel. (2) Annual Report, Medical Replacement Center, Camp Barkeley, Tex., 1942—43, pt. 1. 

The Glossary, Army Service Forces Manual M807, June 1945, defined operating personnel as: 
“The workers, both military and civilian, who aid the Commanding General, ASF, in the performance 
of his assigned mission; includes T/O units assigned for functional duty.” 

7 (1) War Department Circular No. 298, 11 Nov. 1948. (2) Army Service Forces Circular No. 26, 
24 Jan. 1944. 

Memorandum, Surgeon General Kirk, for Commanding General, Army Service Forces, 22 Jan. 
1944. 
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mander of the service command, that officer must report the man to The Adju- 
tant General for reassignment.** 

A few months later, Army Service Forces headquarters issued another 
order directing the removal of enlisted men qualified for oversea service from 
its installations and units. On this occasion, however, the Medical Department 
succeeded in having most of its key technicians exempted from the order.” 

In April 1944, the General Staff stipulated that certain qualified enlisted 
men who were in the United States might volunteer for duty in the infantry; 
scarce category specialists of all branches were excepted, however; hence, al- 
though some Medical Department soldiers undoubtedly transferred to the 
infantry under this authorization, highly trained technicians were kept in the 
Medical Department.” 

The foregoing orders, although they exempted from their operation most 
highly qualified Medical Department technicians, resulted in the transfer from 
the Department of numerous men who, though less skilled, were nevertheless 
trained in medical work. This imposed a serious burden on the Medical De- 
partment, in view of the increased flow of oversea casualties to the United 
States. In January 1945, therefore, The Surgeon General urged the Secretary 
of War to reconsider “the recent action diverting to the infantry medically 
trained personnel in the Zone of Interior, until all current personnel replace- 
ments for medical service have been adequately met.” “7 Whether or not this 
plea had any effect, it did not alter the fact that many valuable men had al- 
ready been lost. The results were less severe than they might have been, but 
only because, as an Air Forces historian put it, there were “no severe, widespread 
epidemics during January and February of 1945, when hospital staffs were in 
their leanest period.” ** 

The steps taken to insure the Medical Department, and other technical 
services, against the loss of their highly trained technicians through transfer 
to assignments overseas in which their capabilities could not be fully used were 
accompanied by the introduction of a new procedure for channeling men of 
this caliber who were just entering the Army into the proper branch of the 
service, medical and other. Along with this procedure, there also developed a 
new method by which certain enlisted technicians already at work in the Army 
but assigned to jobs outside their specialties could be transferred to tasks 
suitable to their training. The procedure was outlined in War Department 
Memorandum W615-44 entitled “List of Critically Needed Specialists,” pub- 
lished on 29 February 1944, the first of a series. It directed that men well 
qualified in the occupations listed should be assigned by reception centers to the 


74 Army Service Forces Circular No. 50, 16 Feb. 1944. 

7 (1) Army Service Forces Circular No. 193, 26 June 1944. (2) Annual Report, Enlisted Per- 
sonnel Branch, Military Personnel Division, Office of The Surgeon General, U.S. Army, 1 July—30 Sept. 
1944, fiscal year 1945. 

7 (1) War Department Circular No. 132, 6 Apr. 1944. (2) War Department Circular No. 262, 
26 June 1944. 

77 Memorandum, Surgeon General Kirk, to Secretary of War, 10 Jan. 1945, subject: Medical 
Mission Reappraised. 

78 See footnote 37, p. 224. 
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replacement training centers of the arm or service that had a critical need for 
them. The list included some 90 specialties, several of them representing re- 
quirements of the Medical Department. Somewhat later, the General Staff 
directed that reception centers assign men in the listed specialties directly to 
units as well as to replacement training centers; certain priorities were to be 
followed in sending them. 

The second list of “Critically Needed Specialists,” dated 29 May 1944, 
divided the various types of specialists into two categories, those for which 
the need was continuous and those for which it was temporary. Reception cen- 
ters were to assign those in the first category to specified training centers; mem- 
bers of this category who were already in jobs other than their specialty were 
to be reported to The Adjutant General for reassignment. None of these per- 
sons were to be placed in the infantry simply because they volunteered for it. 
Personnel in the category of temporarily needed specialists were to be assigned 
to other units in accordance with their specialty only if they were in reception 
or reassignment centers. 

This list reappeared at frequent intervals and proved extremely valuable 
in the proper assignment of Medical Department specialists. The staff officer 
in the Surgeon General’s Office in charge of enlisted personnel wrote that the 
monthly report be submitted requesting that certain types of Medical Depart- 
ment technicians be included in the next issue of the list, was perhaps the most 
important one compiled on enlisted personnel. Through the aid of this list, 
he asserted, the Army Service Forces was receiving scarce category personnel 
from the Army Air Forces and Army Ground Forces; previously, this had 
been impossible.” 

Army Service Forces maintained an independent list of key military spe- 
cialists which was of primary concern to its own technical services and staif 
divisions.*° The list was designed to assure the proper utilization of certain 
skills that were scarce in the Army Service Forces, but did not meet the defini- 
tion of a critically needed skill within the meaning of the War Department 
memorandum; this also helped the Medical Department to obtain the trained 
technicians it needed. Moreover, in January 1945, 2 months before Army Serv- 
ice Forces promulgated its own list of specialists, that headquarters “in view of 
the increasing need for both officer and enlisted personnel of the Medical De- 
partment” ordered all its commands to reassign medical personnel to appropri- 
ate medical duties if they were not already so assigned. For that purpose, 
Army Service Forces directed its redistribution stations (where soldiers re- 
ported upon returning from overseas) to make a “continuing search” for 
“trained and experienced Medical Department personnel.” It also ordered all 
other Army Service Forces commands not to transfer such personnel to other 
arms or services or to use them in any position that individuals outside the 


7 Weekly Diary, Enlisted Personnel Branch, Military Personnel Division, Office of The Surgeon 
General, 12-16 Aug. 1944. 
80 Army Service Forces Circular No. 100, 21 Mar. 1945. 
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Medical Department could fill. These instructions appear to have covered not 
merely highly skilled technicians but all members of the Medical Department.** 

After the end of hostilities in Europe, the War Department modified its list 
of critically needed specialists to include individuals who had skills that were 
particularly necessary during redeployment. Such persons were to be retained 
in the Army even though normally eligible for separation.*? 


Enlisted Men, Oversea Theaters 


Convalescent patients 


In meeting the need for personnel above their assigned strength, hospitals 
in oversea areas were able to make some use of convalescent patients. This 
practice also was in accordance with traditional Army procedures and was rein- 
forced by the principles of the reconditioning program which aimed to restore 
patients to full duty in the shortest possible time.** At the 42d General Hos- 
pital, located in the Southwest Pacific, patients were used from the time this 
installation began to operate in September 1943. They helped in the care of 
grounds, maintenance of neatness in and around the establishment, food prep- 
aration, and dispensing food in dining rooms. Occasionally, they were used 
for ward duties, provided that they displayed particular aptitude for such 
work.** At the 96th General Hospital in the European theater, similar use 
was made of patients, who were also employed in clerical tasks.*° 


Limited-service personnel 


The European and Mediterranean theaters were distinguished by intensive 
attempts to obtain from the Medical Department enlisted personnel suitable 
for combat duty and to replace them through the reinforcement system by men, 
regardless of the branch or service to which they originally had been assigned, 
who had become incapacitated for such duty. In accordance with War De- 
partment policies already mentioned, the theaters began to plan for this inter- 
change early in 1944. °* By July 1944, certain hospitals were replacing general- 


81 Army Service Forces Circular No. 10, 9 Jan. 1945. 

82 Davenport, Roy K., and Kampshroer, Felix : Personnel Utilization : Selection, Classification, and 
Assignment of Military Personnel in the Army of the United States During World War II. 
[ Manuscript. ] 

88 On the reconditioning program, see “Developments in Military Medicine During the Adminis- 
tration of Surgeon General Norman T. Kirk,” in Bull. U.S. Army M. Dept. (No. 7) 7: 628-631, July 
1947. 

st Letter, George H. Yeager, to Col. C. H. Goddard, Office of The Surgeon General, 29 Sept. 1952. 

8 Annual Report, 96th General Hospital, 1944. 

86 (1) Circular No. 50, Headquarters, European Theater of Operations, U.S. Army, 11 May 1944, 
subject : Conservation of Manpower. (2) Circular No. 68, Headquarters, European Theater of Opera- 
tions, U.S. Army, 12 June 1944, subject: Theater Manpower Board. (3) Annual Report, 6th General 
Hospital, 1944. 
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assignment troops with limited-assignment personnel, but the substitutions at 
that time were only small proportions of the hospitals’ enlisted complements.** 

In the European theater, a directive of 7 August 1944 stated that in mili- 
tary installations of the communications zone it would be “suitable” to have 
50 percent of the basic labor strength and 50 percent of certain specified spe- 
cialist positions filled by limited-assignment personnel, and each communica- 
tions zone unit was required to submit periodic reports to the Commander, 
Ground Force Replacement System, detailing the number of limited-assign- 
ment personnel assigned and the number of additional positions to which more 
could be assigned. ** 

As the drain on general-assignment personnel in the medical installations 
of the communications zone continued, they were often replaced by former sol- 
diers of the combat arms released from the theater’s hospitals. Replacements 
of this kind were not satisfactory for several reasons. Few of them had any 
Medical Department training or experience prior to their new assignment; 
hence, they had to receive on-the-job instruction after they had been assigned 
to the hard-pressed communications zone units. *° Many of them were not 
physically capable of doing the manual labor, such as moving supplies and 
patients, which the men they replaced had performed. °°? Furthermore, they 
could not perform duties for the Medical Department commensurate with the 
rank they had earned in a combat arm, and a great deal of reshuffling and in- 
dividual reassignment was made necessary on that account. ®t Finally, a high 
percentage of these replacements did not want to be “pill-rollers,” objected to 
their noncombatant status and the loss of combat pay, and, in general, presented 
serious problems of cooperation and discipline. °” 

Victims of combat exhaustion were especially difficult to retrain and assimi- 
late, and after unsuccessful attempts to use them in the hospitals of the Advance 
Section, Communications Zone, of the European theater, it became necessary to 
establish the policy that replacements of this type would not be sent to medical 
units located in areas subject to aerial attack, V-bombs, and artillery fire.* 
Indeed, as early as 1943, it was noted in the Mediterranean theater that “Class 
B” (limited assignment) enlisted men were not satisfactory replacements for 


87 (1) Annual Report, 64th General Hospital, 1944. (2) Annual Report, 15th Hospital Center, 
1944. 

88 (1) Circular No. 86, Headquarters, European Theater of Operations, U.S. Army, 7 Aug. 1944, 
subject : Limited Assignment Personnel. (2) See footnote 86 (1), p. 2839. (3) Circular No. 109, Head- 
quarters, European Theater of Operations, U.S. Army, 1 Nov. 1944, subject: Limited Assignment 
Personnel. 

89 (1) Administrative and Logistical History of the Medical Service, Communications Zone— 
European Theater of Operations, ch. XV. [Official record.] (2) Semiannual Report, Training 
Branch, Operations Division, Office of the Chief Surgeon, Headquarters, European Theater of Opera- 
tions, U.S. Army, 1 Jan.—30 June 1945. 

0 (1) History, 724th Medical Sanitary Company, 1 Jan.—31 Mar. 1945. (2) Annual Report, 37th 
General Hospital, 1944. (8) Report, General Board, U.S. Forces, European Theater, Study No. 88. 

(1) Annual Report, 300th General Hospital, 1944. (2) See footnote 89 (2). 

*2(1) See footnote 89 (1). (2) See footnote 90 (2). (8) Annual Report, 70th General Hospital. 
1944. (4) See footnote 87 (1). (5) Report, Col. Richard T. Arnest, of Medical Department Activi- 
ties in Mediterranean Theater of Operations, 12 Feb. 1945. 

*§ (1) Annual Report, Advance Section, Communications Zone, European Theater of Operations, 
U.S. Army, 1944. (2) Semiannual Report, 30th General Hospital, 1 Jan—30 June 1945. 
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an evacuation hospital, and normally, large numbers of this type of personnel 
were not assigned forward of the communications zone.** 

How extensive was the replacement of general-assignment enlisted men by 
men who had become disabled for full duty cannot be stated with much pre- 
cision. There is reason to believe that resistance to the practice was more 
extensive and more successful in the European theater than in the Mediter- 
ranean. It is certain that, during the period of land combat in the European 
theater, not more than one-fifth of the enlisted replacements obtained by the 
Medical Department were in the limited-assignment category, that some of 
these came from the Zone of Interior, that others came from the Medical 
Department itself, and that this maximum proportion would not constitute 
more than 6 or 7 percent even of the communications zone medical enlisted 
strength (100,680—15 March 1945) in the period approaching V-E Day. It 
also appears that the Medical Department was not required to accept a sig- 
nificantly larger proportion of replacements unable to perform general duty 
than was the Army as a whole. Since it may be assumed that the combat arms 
received few replacements in this category, the Medical Department apparently 
was compelled to take a smaller proportion of these than were other services. 
That only a minority of the enlisted replacements supplied to the Medical 
Department were in the limited-assignment category does not mean that all 
vacancies created in the Department above the number filled by limited-assign- 
ment men were filled by general-assignment personnel, for many vacancies 
remained unfilled.®° 

The resistance of the European theater to the use of limited-assignment 
enlisted replacements also did not prevent the development of a large body of 
personnel in the communications zone medical installations that was incapable 
of general duty. As already noted, men in this category comprised nearly 38 
percent of the strength of such installations in mid-March 1945. Since the 
great majority of these did not reach the units through the theater replacement 
system, the logical inference is that they came with them from the Zone of 
Interior. 

This state of affairs contrasted with the situation in the Mediterranean 
theater, where, in spite of the probability that the proportion of limited- 
assignment enlisted men in the medical installations of the communications 
zone was even greater, that is, about 50 percent, than it was in the European 
theater, the great majority of the men so classified were excombat men pro- 
vided locally. Units reaching the Mediterranean theater came almost entirely 
before the end of 1943, when the manpower situation permitted organiza- 


%{(1) Annual Report, 9th Evacuation Hospital, 1943. (2) Essential Technical Medical Data, 
Mediterranean Theater of Operations, U.S. Army, for November 1944, dated 1 Dec. 1944. (38) Annual 
Report, Headquarters, 3d Infantry Division, 1944. 

% (1) Semiannual Report, 25th General Hospital, 1 Jan—30 June 1945. (2) Annual Report, 
Surgeon, Headquarters, United Kingdom Base, March 1945. (3) Semiannual Report, 808d Hospital 
Center, 1 Jan—30 June 1945. (4) Semiannual Report, 814th Hospital Center, January—June 1945. 
(5) Semiannual Report, Advanced Section, Communications Zone, European Theater of Operations, 
January—June 1945. (6) Annual Report, 1st General Hospital, Seine Section, Communications Zone, 
European Theater of Operations, 1944. 
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tions in the Zone of Interior destined for overseas to be filled very largely 
with personnel capable of full duty. On the other hand, many units sent 
to the European theater received their personnel when it no longer was pos- 
sible to be so selective. A survey of February 1945 revealed, however, that 
the substitution of the less competent limited-service men had occurred at 
a time when hospitals were not overburdened and that they had been success- 
fully absorbed. Nevertheless, some of the units were not satisfied with the 
situation.°° 

In order to increase the availability of their personnel for replacement 
uses, Medical Department units were directed to provide special training for 
their members. For example, in April 1943, the Surgeon, U.S. Army Serv- 
ices of Supply (Southwest Pacific Area), issued instructions requiring all 
enlisted personnel to act as “medical and surgical nursing assistants, for 
possible future assignment in hospitals of the mobile types to replace fe- 
male nurses when necessary because of the tactical situation.” ** Some months 
later, in November 1943, he issued the following statement: 

It is the duty of the Commanding Officer of all hospital units in this theater to 
conduct courses of instruction for the training of their enlisted personnel in technical 
duties. There are no experienced personnel available in the United States, and hospital 


units, especially those on the mainland of Australia, must serve as pools from which 
efficient, well-trained personnel may be obtained for units incurring casualties.® 


Enlisted Women, Zone of Interior 


Procurement of technicians 


In the early part of 1944, The Surgeon General, having many unfilled 
requisitions for members of the Women’s Army Corps, recommended that 
Army Service Forces headquarters initiate a program to recruit them di- 
rectly for the Medical Department.”® The transfer of numerous trained Med- 
ical Department enlisted men to other branches of the Army at that time 
made the need for these women more urgent. Hence, in the spring of 1944, 
the Women’s Army Corps began a program called Procurement of Female 
Technicians for Medical Installations.1” 

Recruitment under this procurement program was designed to be selec- 
tive, bringing in only women qualified as bacteriologists, pharmacists, optom- 
etrists, psychiatric social workers, orthopedic mechanics, and numerous other 


(1) Munden, Kenneth W.: Administration of the Medical Department in the Mediterranean 
Theater of Operations, U.S. Army. Vol. I. [Official record.] (2) Annual Report, 45th General 
Hospital, 1944. (38) See footnote 92 (3), p. 240. 

*™ Letter, Surgeon, U.S. Army Services of Supply, to Surgeons, Base Sections 2, 3, 4, and 7, 29 
Apr. 1948, subject: Training of Medical Department Enlisted Men in Nursing. 

* Technical Manual No. 22, U.S. Army Services of Supply, Southwest Pacific Area, 9 Nov. 1943. 

* Memorandum, Brig. Gen. R. W. Bliss, Chief, Operations Service, Office of The Surgeon General, 
to Director, Personnel Division, Army Services Forces, 11 Feb. 1944, subject: Recruiting Program 
for WAC’s for Medical Department. 

100 See footnote 75(2), p. 237. 
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types of technologists. Specifications were set for education, training, and 
experience. As women were exempt from the draft, recruiting campaigns 
using various publicity mediums were necessary; to get these technologists, 
The Surgeon General turned to the Officer Procurement Service. Women 
joining any branch of the Army under this program were beneficiaries of 
the Station and Job Assignment Recruiting Plan, which enabled them to 
choose not only their station but also their job in the Army. The Army, of 
course, determined, on the basis of aptitude and training, whether they were 
fit for the job. 

Procurement of these women specialists progressed reasonably well con- 
sidering the relatively high qualifications which the Medical Department had 
stipulated. By September 1944, about 1,800 women had joined the Women’s 
Army Corps for jobs in the Medical Department, and at that time, about 200 
were entering basic training each week. <A special school to train members 
of the Women’s Army Corps for Medical Department work was established 
at Fort McPherson, Ga. 

Another campaign for enlisted women to be trained as medical and surgical 
technicians was conducted simultaneously, but by the regular recruiting sta- 
tions, not by the Officer Procurement Service. This campaign aimed at recruit- 
ing women for 3 months’ training as technicians. Prerequisites for dental, 
laboratory, and X-ray technicians included graduation from high school, while 
others needed only 2 years of high school credit; certain minimum scores also 
had to be attained in Army tests.*°?. The women recruited ordinarily had had 
little or no experience in matters relating to medicine. The campaign had 
progressed well enough by the fall of 1944 that the Surgeon General’s Office 
recommended it be stopped.1°” 

Beginning in September 1944, however, a heavy flow of casualties to the 
United States and the winter fighting in Europe, which added to the prospec- 
tive patient load in the United States, made the situation tighter. The position 
of the Medical Department planners was not made easier by the knowledge that 
they were short of nurses, that the Army had failed to obtain more than a few 
hundred cadet nurses, and that the Medical Department was being forced to 
release enlisted men for training as combat soldiers. The Surgeon General’s 
Office accordingly asked for 8,500 enlisted personnel—men or women—to be 
trained as technicians to replace men who had been transferred to the Army 
Ground Forces.‘ The Surgeon General later recommended that all the 


technicians be women. 


10l Letter, Headquarters, Army Service Forces, to Commanding Generals of Service Commands and 
Military District of Washington, 13 June 1944, subject: Procurement of Female Technicians for 
Medical Installations, with enclosure thereto. 

1022 Except where otherwise noted, the account which follows is largely taken from Treadwell, 
Mattie E.: The Women’s Army Corps. United States Army in World War II. Special Studies. 
Washington: U.S. Government Printing Office, 1954. 

103 Letter, Maj. Gen. Norman T. Kirk, USA (Ret.), to Col. John B. Coates, Jr., MC, Director, 
Historieal Unit, U.S. Army Medical Service, 12 Dec. 1955. 
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Organization of Women’s Army Corps companies 


Complaints that women were being used in minor jobs, after joining the 
Army with the understanding that they would be medical and surgical tech- 
nicians, induced Col. Oveta Culp Hobby, Director of the Women’s Army Corps, 
to oppose assigning more women to hospitals unless assurance was given that 
recruiting promises could be fulfilled. General Marshall, for his part, 
expressed the opinion that sufficient women of the high caliber desired could 
not be recruited unless they were guaranteed a technical job and rating. If 
this guarantee were not given, he refused to sanction any further procurement 
of enlisted women for Army hospitals. Since such assurance could not be made 
under the current system, he proposed that the new members of the Women’s 
Army Corps be assigned to hospitals in table-of-organization companies. Such 
a unit carried its own allotment of grades and also specified the exact job of 
each member. Hospital commanders could change neither the job nor the 
grade. Such identical, inflexible units might be expected to work satisfactorily 
in general hospitals, since all had similar functions and organizations and all 
used technicians. 

The tables of organization, as drafted in a meeting between representatives 
of The Surgeon General and the Women’s Army Corps, called for 100 enlisted 
women per hospital company. Since all were to be skilled technicians or clerks, 
the lowest rating was technician, fifth grade. Companies were allotted to 
named general hospitals in proportion to the number of beds.*°%* Each hospital 
desiring such a company could requisition it and women would be recruited 
with assurance of assignment to that hospital and of at least a fifth grade 
technician’s rating if they performed satisfactorily. 

With intensive publicity to promote it, the general hospital campaign was 
a success. General Marshall solicited the assistance of State Governors: “The 
care of the increasing number of casualties arriving in the United States, 
together with an acute shortage of nurses and hospital personnel generally, 
necessitates urgent measures being taken to recruit and rapidly train women 
for service in Army hospitals.” 7°° A quota of about 6,000 by 1 May 1945 was 
established; about halfway through the campaign, it was raised to 7,000. 
Nevertheless, recruiters passed that number a month ahead of schedule. In 
fact, recruiting was so successful that in 1945 the Surgeon General’s Office 
was embarrassed by a surplus of enlisted women. 

A total of 120 Women’s Army Corps hospital companies served in this 
country, each with a table of organization calling for 101 members. So far 
as possible, the enlisted women working in hospitals before the companies were 
created in early 1945 were absorbed by the new units. Those left out were 
generally in assignments not included in the tables of organization of the hos- 


104 Memorandum, Lt. Col. EH. R. Whitehurst, Military Personnel Division, Office of The Surgeon 
General, for Director, Training Division, Office of The Surgeon General, 18 July 1945. 
10 Letters, Chief of Staff, to all State Governors, 7 Jan. 1945. 
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pital companies. A serious drawback to the use of Women’s Army Corps 
companies in Zone of Interior hospitals was that they were too large and too 
inflexible to meet the requirements of the smaller hospitals. 


Enlisted Women, Oversea Theaters 


It is doubtful whether the total number of Women’s Army Corps personnel 
used by the Medical Department overseas prior to V—J Day numbered much 
more than 400. No Women’s Army Corps hospital companies went overseas, 
and it is unlikely that any member of the corps arrived there as part of a 
Medical Department unit. A few may have arrived as members of a Women’s 
Army Corps headquarters company; in that case, they were assigned to the 
company and merely allotted to the medical section of the headquarters. 

The limited use of Wacs overseas is explained by the small numbers avail- 
able for such service and the fact that their utilization was being questioned 
until the very close of hostilities, with the result that certain of the oversea 
authorities, medical and other, were reluctant to use them.?°° 

The majority of the Wacs who served the Medical Department overseas 
-were employed in nonprofessional types of jobs, such as clerks, typists, and 
chauffeurs, located mainly in theater and base headquarters. In the Office of 
the Chief Surgeon, European theater, most of the Wacs were concentrated in 
the Medical Records Section of the Administrative Division. About the 
middle of 1944, virtually all enlisted male personnel in the Chief Surgeon’s 
Office, U.S. Army Forces in the Middle East, were replaced by enlisted 
members of the Women’s Army Corps, who provided very satisfactory service 
and remained in their jobs until the theater was inactivated. At the end of 
1944, a total of 12 enlisted women were used in the Office.” 

Although most of the Wacs possessing medical skills were needed in the 
Zone of Interior, a few were used in at least three theaters. In the Southwest 
Pacific, during the latter part of 1944, nurses who were needed in hospitals 
as a result of increased admissions occasioned by the campaign in the Philip- 
pines were relieved from duty in dispensaries caring for Wacs and replaced 
by Women’s Army Corps medical technicians.*°* At the 133d General Hospital 
in the same theater during the first part of 1945, on a trial basis, Wacs were used 
as technicians in dental and medical laboratories, but the trial was not success- 
ful.‘°? During the second half of 1944, the Hastings Air Base Medical Unit, 
located in the India-Burma theater, used one WAC dental technician and two 
WAC medical technicians.1” 


106 Letter, Eli Ginzberg, to Col. C. H. Goddard, Office of The Surgeon General, 16 Sept. 1952. 

107 (1) Annual Report, Surgeon, U.S. Army Forces, Western Pacific, 1945. (2) History of the 
Medical Section, Africa-Middle East Theater, September 1941—-September 1945. [Official Record.] 
(3) Annual Report, Administrative Division, Office of the Chief Surgeon, European Theater of Opera- 
tions, U.S. Army, 1944. 

103 Annual Report, Surgeon, U.S. Army Services of Supply, Southwest Pacific Area, 1944. 

10 Letters, Col. I. A. Wiles, to Col. C. H. Goddard, Office of The Surgeon General, 14 Aug. 1952, 


and 17 Sept. 1952. 
10 Semiannual Report, Hastings Air Base Medical Unit, June—December 1944. 
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On 1 August 1945, 1.7 percent of the Women’s Army Corps enlisted per- 
sonnel in the European theater were serving as medical or dental laboratory 
technicians.“* Since the number of Women’s Army Corps enlisted personnel 
in the theater on that date was 7,007, the number of these technicians must have 
been about 130. On 1 July 1945, a Women’s Army Corps detachment was 
activated at the 116th General Hospital, Nuremberg, Germany, in the same 
theater. Wacs were ordinarily assigned to the units in which they worked, 
but were attached to units of their own (called detachments) for housekeeping 
and similar purposes. Not long afterward, this detachment was transferred 
to the 98th General Hospital in Munich, Germany. It is not certain, however, 
that even a majority of the members of the detachment functioned as Medical 
Department technicians.*” 


11 Percentage by Military Occupational Specialties of WAC Personnel in European Theater of 
Operations, 1 Aug. 1945. (Report, General Board, U.S. Forces, European Theater, Study No. 11.) 

1122 (1) Report, WAC Staff Director, Headquarters, U.S. Forces, European Theater, 1 Jan. 1945— 
1 Aug. 1945, subject: Women’s Army Corps Personnel, European Theater, 15 Noy. 1945. (2) Annual 
Report, 98th General Hospital, 1945. Upon the transfer, this unit consisted of 4 officers and 66 
enlisted women. 


CHAPTER VIII 


Procurement of Civilian Personnel 


ZONE OF INTERIOR 


Overall Employment 


A considerable number of civilians worked in headquarters offices, most of 
them in the Surgeon General’s Office where their numbers in the early stages of 
mobilization grew slowly enough to permit an effective classification of skills. 
Many who entered the Office at this time developed their own potentials to a 
point where, before the war was over, they were performing a large portion 
of the duties normally assigned to officer personnel. It was thus possible to 
keep down the requirements for officers, and even to release some officers for 
oversea service. It was these civilian employees who furnished the continuity 
so necessary to the smooth running of an office, at a time when both law and 
War Department policy put severe limitations upon the length of time Regular 
Army officers might remain in nontroop duty assignments. The tabulation 
which follows shows both the rise in the number of civilians employed in the 
Surgeon General’s Office, especially during the year ending on 30 June 1941, 
and the growing proportion they bore to the officer and nurse personnel as- 
signed to the Office.* 


30 June 1939: Number 
NOP N Er ae ec ate ee ere ee ee ee Oe moe ee 31 
MULL LES 11) Se Bie 29 Sa OS OR GS 8 i 08 SO ae ee 2 ee a 161 
NUT LACE USS Bie eee eee eee es cee ee Oe Gee se Pena ae; Riga tS eC E SPE Mea es ts 3 

STI 28 bee gi ES ESB Soe A RD Be ee eS Ro Les SABE ek a Bs ental eee 195 

30 June 1940: 

TE rips RR NS I SI Bi EN ih a ra 40 
me combisstiegy Peretti 1 ott Pea Fa a Pe ese ae ert ie ee ee 201 
IN VETS 2G Se SSeS Se eae Pee ee Cee on Se eee ee ees eee ee Tee a 3 

UG Ue ries SNe BBs cg BS TERE EES bo Se ee ee i Re ee Oe te Oe See ee ae eee Se 244 

30 June 1941: 

(Vi TETAS SAS ES oie. lb ane ens Soe — SP = Aas ee oe me ae eS 98 
CBD LADO LS jes Sets 2 RT NER a iad DE A Aiea pel ae bat ar Ee ee pe eee ees a ly¢ 
SIN Reiss he ate hy apa ll et re ee ees SI 4 

BS ONG i a a I a ee ala ee i beeen eens and 819 


1 Annual Reports of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1939 to 1941, inclusive. 
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The great expansion of the hospital system after the calling up of the 
National Guard and the introduction of selective service in 1940 was largely 
responsible for an increase in civilian employment to supplement the supply 
of enlisted men assigned to hospitals—an increase bringing the proportion of 
civilians on hospital staffs considerably above the 20 percent which The 
Surgeon General had considered the maximum desirable. 

More than 3,000 civilian employees of the Medical Department at large 
were paid from various special funds during the fiscal year 1939. Of these, 
595 were paid from the Medical and Hospital Department, Army, appropria- 
tion; 600 from Veterans’ Administration funds; and 1,985 were paid by the 
Civilian Conservation Corps. These numbers grew rapidly during 1940 and 
1941 (table 18). 

As the figures demonstrate, the most important of these funds as a source 
of civilian employment during 1939-41 came to be the Medical and Hospital 
Department Fund, which was appropriated by Congress to finance strictly 
Medical Department activities, exclusive of the pay of military personnel. In 
addition, the Veterans’ Administration, lacking adequate hospital beds of its 
own, and the Civilian Conservation Corps, wholly dependent for long-term 
hospitalization on the Medical Department, each year paid the latter to care 
for certain of their patients in the Department’s hospitals; the money could 
be used for all expenses incident to patient care, including the pay of civilians. 

In addition to the above, a number of civilians in hospitals were employed 
under the Construction and Repair of Hospitals Fund, another separate ap- 
propriation of Congress. Exact figures on civilians paid from this fund are 
lacking. Appropriations for the year ending on 30 June 1940, however, were 
sufficient to cover 52 “positions.” Budget estimates for the following year 
covered 724 positions, but as further appropriations raised the total amount 
of the fund from $2,892,886 to $4,489,886, the number of civilians employed 
may have been considerably higher.2 The fund was used particularly for 
hospital maintenance and was disbursed by the Medical Department. During 
this period, however, it was legally a Quartermaster fund. 

Until 1940, the Office of The Surgeon General acted as the employing 
agent for civilians in all installations of the Medical Department and kept 
records on them. In September 1940, however, when it became evident that the 
numbers employed would increase greatly, the authority to employ civilians in 
station hospitals was delegated to the corps area surgeons, The Surgeon Gen- 


°The Budget of the United State Government. Washington: U.S. Government Printing Office, 
Fiscal Years Ending 1942 and 1943. 

’ The U.S. Office of Education also appropriated money to be used by State authorities in conduct- 
ing vocational courses for servicemen on or off military posts. Some civilian instructors were employed 
at the medical replacement training centers; information is lacking, however, as to whether any or 
all of them were paid from this fund. (Letter, The Adjutant General, to Chief of Staff, General 
Headquarters, and Commanders of Arms and Services, February 1941, subject: Assistance From 
Civilian Educational Institutions.) 
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eral retaining the right in connection with general hospitals.«| Under this 
arrangement, The Surgeon General continued to control all the funds but 
allotted certain amounts to the corps area surgeons; whereas, previously, he 
had allotted funds to the individual stations. The Surgeon General’s Office 
constructed tables showing job titles, numbers, and grades to guide those ac- 
tually engaged in staffing installations. 

At the end of July 1945, the Department had in its employ more than 70,000 
civilians in the United States, most of whom were under the jurisdiction of 
the service commands.’ On 30 June 1945, about 8,100 civilians were 
employed in activities under the direct command of The Surgeon Gen- 
eral. The majority of these worked in medical depots; others were assigned 
to the Army Medical Center, the Army Medical Library, and the Army Med- 
ical Museum, all located in Washington, D.C. The Surgeon General’s Office 
itself employed 1,402, about 200 of this number being in his Personnel Service, 
which at that time included both the Military and Civilian Personnel 
Divisions.® 


Contract Surgeons 


Among civilian employees were a few contract surgeons’ and specialists, 
the latter engaged temporarily for particular cases. Early in 1941, civilian 
physicians began to be used for other purposes when the Secretary of War, 
acting on the recommendation of The Surgeon General, created the Board for 
the Investigation and Control of Influenza and Other Epidemic Diseases in 
the Army. The board was composed of outstanding civilian doctors and Medi- 
cal Corps officers, the former acting as consultants to the Secretary of War to 
advise The Surgeon General on problems of infectious diseases in the Army.® 
Civilian members were to be paid a per diem of $20 plus transportation 
expenses. Eventually, this board comprised about 200 members, divided into 
various commissions. Civilian consultants had been used during the First 
World War; the creation of the new board meant the revival of an important 
practice which continued throughout World War II. 


Nursing Personnel 


To help perform nursing duties for the Army in the United States, sizable 
numbers of civilians were obtained. The number of civilian graduate nurses so 


4(1) Letter, Office of The Surgeon General (Lt. Col. F. C. Tyng), to Surgeons, Corps Areas and 
Departments, 12 Sept. 1940, subject: Use of Civilian Personnel in Army Hospitals. (2) Letter, The 
Adjutant General, to Commanders of Arms and Services, Commanding Generals, all Corps Areas, and 
Commanding Officers of Exempted Stations, 21 Oct. 1940, subject : Provision for Civilian Employees in 
Hospitals of Exempted Stations. 

5 Monthly Progress Report, Army Service Forces, War Department, 31 Aug. 1945, Section 5: 
Personnel and Training. 

6 War Department Civilian Personnel Statistics Bulletin, vol. 3 (12), June 1945, p. 5. 

7 On 30 June 1939, 31; on 30 June 1940, 28; and on 30 June 1941, 36. 

8 Letter, The Surgeon General, to The Adjutant General, 27 Dec. 1940, subject: Establishment of 
Board for Investigation of Influenza and Other Epidemic Diseases in the Army, and 1st endorsement 
thereto, 11 Jan. 1941, reprinted in Bull. U.S. Army M. Dept. No. 64, 1942. 
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employed amounted to somewhat more than 1,000 in April 1945,° a figure that 
was probably close to the peak, since, with the return of nurses from overseas, 
civilian nurses were released from Army hospitals. 

The influx of civilian nurses’ aides into Army hospitals was considerably 
larger. The Office of Civilian Defense and the American Red Cross cooperated 
in training such personnel and, by March 1942, had some 12,000 to 15,000 in 
training. In January 1945, The Surgeon General informed the Red Cross 
that the quota for paid nurses’ aides was set at an additional 5,000, and he 
requested the latter to train and recruit that number; later, however, on War 
Department orders, he withdrew the request. An agreement was thereupon 
made whereby further recruiting would cease and only those already in training 
would be hired.1? The peak strength of nurses’ aides—paid and unpaid— 
serving in Army hospitals reached about 2,000 (in June 1945) ; ™ it seems likely 
that more than half of that number were in the paid category. 

The cadet nurse program also furnished a large quota. During the period 
from 15 June 1944, when the first cadet nurses were placed in Army hospitals, 
to 1 October 1945, The Surgeon General received from the Civil Service Com- 
mission a total of 9,891 cadet nurse applications for service in Army hospitals. 
Of this number, 5,688 cadets were accepted and assigned to hospitals; 3,953 of 
these completed the course, and 1,674 were on duty on 1 October 1945. <A total 
of 61 were dismissed or resigned during the whole period. There is no record 
of the total number who accepted Army Nurse Corps commissions upon com- 
pleting the course, although it is known that 93 who had had senior cadet 
nursing experience in Army hospitals had been commissioned up to 1 January 
1945.12, Some, either not physically qualified for or not desiring a commission, 
served in civilian status after graduation. 


Occupational Therapists 


At the time the United States entered the war, only 12 graduate occupa- 
tional therapists were working in Army hospitals. Their numbers increased 
only slowly before late 1943. In August of that year, The Surgeon General, 
pointing out that their work was of professional character and formed an im- 
portant part of the treatment given to patients especially in orthopedic and 
neuropsychiatric cases, stated that of the 71 then employed in Army hospitals in 


® Civilian Nurses in Army Hospitals. Am. J. Nursing 45: 263, April 1945. 

10 (1) Letter, Surgeon General Kirk, to Mrs. Walter Lippmann, National Director, Volunteer 
Nurses’ Aid Corps, American Red Cross, 1 Jan. 1945. (2) Letter, Surgeon General Kirk, to Basil 
O’Connor, Chairman, American Red Cross, 6 Jan. 1945. (3), Memorandum, Deputy Assistant Chief 
of Staff, G—1, for Deputy Chief of Staff, 13 Jan. 1945, subject: The Surgeon General’s Campaign for 
Red Cross Nurses’ Aides. 

11 Information furnished by Resources Analysis Division, Office of The Surgeon General. 

12 (1) Memorandum for Record, Capt. J. D. Boole, MAC, 2 Oct. 1945. (2) Annual Report, Valley 
Forge General Hospital, 1945. (3) Memorandum, Brig. Gen. R. W. Bliss, Assistant Surgeon General, 
for Director, Bureau of Public Relations, War Department, 27 Jan. 1945, subject: WAC Technician 
Program. 
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the United States, about 25 were probably not qualified. He succeeded at that 
time in getting the authority to pass upon qualifications of therapists procured 
in the service commands by compiling lists of qualified individuals from which 
the appointments were to be made. He also obtained the right to pass on the 
professional qualifications of those whose names the service commands submitted 
to him. However, responsibility and authority for the employment of occupa- 
tional therapists remained with the service commanders. Procurement 
increased rapidly after this date, and in August 1945, the Army was employing 
a peak strength of 447 graduate occupational therapists and 452 apprentices in 
more than 70 of its hospitals.%* None served overseas during the war. 


Dietitians and Physiotherapy Aides 


Women dietitians and physiotherapy aides served in civilian status until 
1942. Their number increased during the emergency until, by May 1941, 
dietitians on duty in Army hospitals numbered 103, and physiotherapy aides, 
47. At that time, there were 350 vacancies for dietitians and 125 for 
physiotherapy aides. 


Nonprofessional Personnel 


In addition to the professional and trained personnel, the Medical Depart- 
ment employed large numbers of civilians in clinical and administrative posi- 
tions and as laborers and skilled workmen. The turnover in these jobs was 
more rapid than in the professional categories and also required on-the-job 
training for many of the people recruited. 


Red Cross Workers 


The number of Red Cross workers in Army hospitals in the United States 
likewise increased. Although statistics are not complete, the American 
National Red Cross reported that on 30 November 1942 a total of 244 paid staff 
workers were serving in 22 general hospitals and 787 in 122 station hospitals 
in the Zone of Interior. As regards the volunteer staff, the Red Cross reported 
that it would be “fairly accurate to say” that 1,800 were serving in Army hos- 
pitals in November 1942 and 7,500 in December 1944, the last month in the war 
period for which figures are available. Shortly after the war, there were 1,213 
paid workers in 203 station hospitals. Numbers in general hospitals at that 
time are not available. 


; 48 (1) Letter, The Surgeon General, to Commanding General, Army Service Forces, 13 July 1943, 
subject : Occupational Therapy Personnel, with 2d endorsement thereto, 7 Aug. 1943. (2) Letter, The 
Adjutant General, to The Surgeon General and Service Commands, 12 Aug. 1943, subject : Occupational 


Therapy Personnel in Zone of Interior General Hospitals. (3) The Surgeon General’s Letter No. 149, 
12 Aug. 1943. 
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Red Cross workers assigned to hospitals overseas were of course not mili- 
tary personnel, but they occasionally performed work in the wards in addition 
to preparing patients for the operating room." 


OVERSEA THEATERS 


Under regulations in existence even before the establishment of any theater 
of operations, theater commanders were authorized to facilitate the use of local 
civilians within their commands to the extent needed to prevent diminution of 
the efficiency of their troops.% However, while the Surgeon General’s Office 
was aware that local labor would be used—as is shown by a reference to it in 
TOE 8-500, published on 23 April 1944 and revised on 18 January 1945—no 
general policies were established which specifically promoted the use of such 
manpower sources outside the continental United States.'® 

The Medical Department’s use of civilian employees in oversea areas de- 
veloped in accordance with policies and conditions in these areas. The thea- 
ter commander established policies applicable to the entire theater and not 
solely for the benefit of the Medical Department. By virtue of their location, 
relative stability, and type of function, installations in the communications 
zone or base sections were able to utilize such personnel on a greater scale 
than those troops in combat areas.17 The actual procurement, administra- 
tion, and payment of extra-Army personnel usually was effected through non- 
medical channels, such as base section headquarters. 


Types of Personnel Utilized 


Civilian labor used by the Medical Department overseas may be divided 
into four general classes: (1) Professional (including certain “subprofes- 
sional” personnel such as laboratory technicians and nurses’ aides) ; (2) cleri- 
cal (including messengers and interpreters); (3) skilled; and (4) unskilled. 

The professional category of civilian employees was relatively unim- 
portant, because highly trained civilians were rarely available overseas. 
However, in certain emergency situations, they were temporarily helpful. 


14JIn field hospitals, Red Cross workers “assisted in removing bloody or torn clothing, removing 
excess blood from the patient, removing his shoes and washing his face and hands under the guidance 
of medical authorities.” Occasionally, where there were not enough psychiatrists on the staff of a 
convalescent hospital, a Red Cross social worker was asked to conduct the interviews in which patients 
“ventilated” their personal anxieties. (Letter, C. H. Whelden, Jr., Chief Statistician, American Na- 
tional Red Cross, to Max Levin, Office of The Surgeon General, 6 June 1952, with enclosure thereto.) 

13 War Department Field Manual 100-10, Field Service Regulations, 9 Dec. 1940, p. 121; and 
15 Nov. 1943, p. 151. 

16 The oversea portion of this chapter is very largely a condensation of a manuscript, “Medical 
Department Utilization of Civilian and POW Labor Overseas in World War II,” prepared by Cpl. Alan 
M. White in the Historical Unit, U.S. Army Medical Service, under supervision of the authors of this 
volume. The major sources for Corporal White’s work are the periodic reports of medical units and 
headquarters, too numerous to list here. 

7 (1) Letter, Lt. Col. Irvine H. Marshall, to Col. C. H. Goddard, Office of The Surgeon General, 
1 Aug. 1952. (2) Letter, Col. I. A. Wiles, to Col. C. H. Goddard, Office of The Surgeon General, 14 
Aug. 1952. 
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Civilian surgical teams contributed much to the care of casualties at the time 
of Pearl Harbor, and in the invasion of Luzon, volunteer Philippine doctors 
and nurses worked with Medical Department personnel in certain Army 
hospitals which were flooded with casualties. Immediately after the fall 
of Rome, 12 young Italian-American graduates of the University of Rome 
Medical School, who had been interned in Vatican City during the Ger- 
man occupation, together with Italian doctors and medical students recruited 
by them, served as prophylactic station attendants in the Italian capital.'® 
In Australia, the services of a few physical therapy aides were obtained, 
and in various theaters, small numbers of Catholic nuns, missionary or na- 
tive, were utilized as nurses. Civilian nurses’ aides worked in some Army 
hospitals in France, the Philippines, and China, and sometimes there were 
as many as 50 in a single hospital. Laboratory assistants and other techni- 
cally trained individuals were used when available. 

Civilian clerical workers were used in various types of Medical Depart- 
ment units, but particularly in fixed installations. Typists, stenographers, 
and clerks were employed in all theaters, but, of course, in such areas as New 
Guinea, Burma, parts of Africa, and some of the Pacific islands, the edu- 
cational level of the population was not high enough to make many available 
for service in hospitals. 

The skilled workers probably were the most valuable of the Medical 
Department’s civilian employees. Especially in the North African theater 
and Southwest Pacific Area, the Medical Department had to do a great deal 
of its own construction because of the shortage of Engineer personnel. Car- 
penters, plumbers, masons, electricians, and painters were hired in these areas 
and elsewhere to supplement the meager strength of the hospitals’ utilities 
departments both in construction and in maintenance work.'® The services 
of other skilled civilians, such as barbers, tailors, and cooks, were less essential 
but were often used by Medical Department units. Skilled workers were 
more plentiful in the North African-Mediterranean and European theaters 
than elsewhere and, hence, were used more extensively there, but the 95th 
Station Hospital at K’un-ming, China, reported having hired “carpenters, 
masons, plumbers, tinsmiths, etc.” in 1944, and the 49th General Hospital in 
Leyte, the Philippines, in 1945, listed 49 skilled workers (including carpen- 
ters, plumbers, electricians, and mechanics) among its 353 civilian employees. 

Unskilled workers were by far the most important category of civilian 
employees numerically, not only because the Medical Department needed a 
great deal of heavy labor but also because this was the category most available; 
indeed, in most areas, there was a very large supply of unskilled labor. 
Employees of this class performed such diverse duties as ditching, draining, 
spraying, and oiling required in malaria control projects; clearing undergrowth 

48 Annual Report, Surgeon, Mediterranean Theater of Operations, U.S. Army, 1944. 
1 Letter, Col. I. A. Wiles, to Col. C. H. Goddard, Office of The Surgeon General, 17 Sept. 1952. 
(Although the construction of hospitals in North Africa and Europe usually was accomplished by the 


Engineers, a great deal of minor construction was left for the unit personnel, and this was often more 
than the hospital utilities sections could handle.) 
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from hospital sites; aiding in construction work; cleaning dirt and rubble from 
buildings and grounds; landscaping and gardening; waste disposal and sani- 
tation; “kitchen police” and mess help; cleaning of hospital wards; movement 
of supplies and equipment and litter bearing. 


Resultant Savings of Military Personnel 


The use of civilians, prisoners of war, and similar local labor made it 
possible to release Medical Department enlisted men for service as combat 
troops, to relieve such men from unskilled and routine work for more technical 
duties within the Medical Department itself, and in certain instances to effect 
considerable reductions in the table-of-organization strength of units. By this 
means, the 814th Hospital Center, in the European theater, in January 1945, 
was able to order its attached general hospitals to reduce their enlisted comple- 
ments to 400, instead of the 450 allotted by the relevant tables of organization. 
It further directed its attached station hospitals and smaller units to reduce 
their enlisted strength 20 percent. This resulted in a total saving of nearly 
800 Medical Department enlisted men. The 815th Hospital Center, located in 
the Seine Base Section (Paris), European theater, was able by the employment 
of local labor, in 1945, to reduce the aggregate military strength of its general 
hospitals by 557 men (table 19). 


TaBLEe 19.—Economies in enlisted personnel through utilization of local labor, 815th Hospital 
Center, European theater, 1945 


T/O capacity | Authorized Reduced Percent 
General hospital (number of | T/O enlisted enlisted saving 
beds) strength strength 

| FSU RRANRRIE, -3 8 2 ries) earl See ene i Se pe 1, 500 562 450 19. 9 
Nee Rett os eerie i) Se ee ae eS 1, 500 562 450 19. 9 
UG BAS eet eee Sp eee etek ne 1, 000 450 375 LG: 7 
CSRS Rea = emer ree ee aga Sy ee 1, 000 450 375 OM 
POE (RRM 22 oo", CS Solera Se nM 2 gaa ae a 2, 000 641 550 14, 2 
CAF OLES Seer ee ene ree ern Se 1, 500 562 450 19. 9 


Source: Annual Report, 815th Hospital Center, European Theater of Operations, U.S. Army, 1945. 


The Situation in the Various Theaters 


The number of civilians hired by a particular Medical Department unit 
depended not only on that unit’s needs in a particular situation, but also on 
the availability of local labor. In the European theater, an attempt was made 
to develop a plan for civilian employment in Army hospitals based on the 
patient census, but this proved impossible because it was found that a unit’s 
personnel needs were more dependent on the type of buildings in which it 
operated than on the number of patients in its care. The numbers of civilian 
employees in Army hospitals overseas thus varied widely from theater to theater 
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and, within a theater, from hospital to hospital. Even within a particular 
hospital, there were substantial fluctuations over relatively brief periods.*° 


Southwest Pacific theater 


The variety of situations within a given major area is illustrated by the 
Southwest Pacific. Civilians were used in headquarters and in hospitals in 
Australia, but the manpower shortage there did not permit their employment 
in great quantity on that continent. In New Guinea, native litter bearers were 
used to carry casualties over the rugged Owen Stanley Mountains and to bring 
casualties to collecting points on the beaches during amphibious operations 
(fig. 36). Few natives, however, were employed by the hospitals, although in 
1944 the 2d Station Hospital, west of Lae, had from 15 to 20 native workers 
who were used for common labor outside the hospital (fig. 37). At Milne 
Bay, approximately 100 natives per month were used by malaria control units 
in the summer of 1944.”? 


Figure 36.—Native litter bearers carrying a wounded American soldier from the frontlines, 
vicinity of Buna, New Guinea, November 1942. 


20 This is perhaps one reason for lack of comprehensive statistical information concerning employ- 
ment by the Medical Department of civilians in Oversea areas. 
21See footnote 17(2), p. 258. 
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Figure 37.—Natives building a covered bomb shelter, under the direction of a medical 
technician, Southwest Pacific Area, January 1944. 


In the islands north of Australia, the average number of natives employed 
per day in 1943 for purposes of malaria control exceeded 1,000 and reached 
2,000 in 1944.°* The picture in regard to hospital employment was very dif- 
ferent in the Philippines. The 49th General Hospital had 60 workers on 1 
January 1945, 353 on 31 March, 448 on 30 June, and a peak of 465 on 30 
September 1945. The 125th Station Hospital averaged 180 Philippine em- 
ployees daily in the first quarter of 1945, and 150 in the second. 

A recent rough estimate based on recollection alone indicates that, at the 
peak of activity at Base K in Leyte (that is, about the end of 1944 and the 
early part of 1945), 2,500 civilians were employed by the Medical Department 
within the area covered by that command.** This was equal to about 4 percent 
of the military medical personnel of the entire theater. 


South and Central Pacific theaters 


In the South and Central Pacific Areas, there were relatively few civilian 
employees outside the Hawaiian Islands. This may have been because many 
of the natives in the Japanese mandated islands were hostile to the American 
forces, because shortages of military labor were infrequent, or because Navy 


22 Letter, G. L. Orth, to Col. C. H. Goddard, Office of The Surgeon General, 17 Sept. 1952. 
23 See footnote 17(2), p. 253. 
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Figure 38.—Indian laundry workers, 371ist Station Hospital, 
Ramgarh, India, 28 February 1945. 


construction personnel and corpsmen were sometimes used to build and work 
in Army hospitals.*4 

In the Central Pacific, the number of civilians employed by the Medical 
Department remained relatively constant throughout the war, totaling 526 in 
December 1941 and 464 in August 1945. The peak of employment was reached 
with 656 in June 1942. Apparently, a large proportion of civilian Medical 
Department personnel in this area was located at old Tripler General Hospital 
or the 218th General Hospital as it was later known. This, the largest hospital 
in the Hawaiian Islands, was authorized to employ as many as 168 civilian 
employees (including several with strictly medical duties) in 1942. 


China-Burma-India theater 


The China-Burma-India theater was probably the region with the most 
acute shortage of medical personnel, a shortage caused in part by its responsi- 
bility for the care of Chinese Army personnel, and it seems likely that most 
Medical Department units in that theater used natives for common labor (fig. 
38). 

The 20th General Hospital in 1944 (at Margherita, Assam, India) em- 
ployed 120 natives in the mess department and 100 more for general mainte- 


Two exceptions may be noted: Some native labor was used in construction of the 222d 
Station Hospital on Banika Island in the Russells, and native labor was used to clear ground prepara- 
tory to the actual construction work on the 48th Station Hospital at Guadaleanal. 
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nance. When the 18th General Hospital shifted from Assam to Burma in 1945, 
it took 165 civilians with it. Only 125 of these were actually employed by the 

hospital, however, since 40 were used as “aiyahs” and “personal bearers.” In 

1943, the 95th Station Hospital at Ch’ung-ch’ing, China, employed 15 Chinese 

nurses in lieu of its American nurse contingent, Army nurses having been ex- 
cluded from China on General Stilwell’s orders. In its first year of operation 

(1942), the 159th Station Hospital at Karachi, India, hired 100 native laborers. 
From 100 to 500 laborers were engaged in various malaria control projects in 
the Calcutta area in early 1943. In Burma, native litter bearers were used. 

During 1944, the number of civilian personnel used by the Medical Department 
in the China-Burma-India area was, at the lowest, equal to 10 percent of the 

strength of the military elements of the Department in that area. 


Africa-Middle East theater 


In the Africa-Middle East theater, native employees, used primarily in 
malaria control and waste disposal and other sanitary activities, were hired in 
considerable numbers. In 1943, there were over 100 employed at the 67th Sta- 
tion Hospital in Accra, and at Roberts Field, Liberia, the employment of over 
1,800 natives at all times during 1944—a number considerably greater than the 
entire Medical Department military personnel in the Africa-Middle East 
area—was estimated to have saved the labor of 800 to 1,000 troops. Natives were 
used in malaria control operations in the Persian Gulf Command. Civilians 
were also employed there in hospital work, and the number in relation to that 
of military medical personnel in the Command was considerable (table 20). 


TaBLEe 20.—Ratio of civilian hospital workers to military medical personnel, Persian Gulf 
Command, 30 April 1943-31 July 1945 


Civilian Military Ratio of hospital 
Date hospital medical workers to mili- 
workers ! personnel? | tary medical per- 


sonnel (percent) 


1943 
MIE Oh ot Pants a coe Uk 197 1, 812 10. 9 
ppeeeceiibeks see Srey EE Slee Lol. 419 3, 067 eseed 
1944 
UNS Sweet oles Ss 2 ll oS 703 2,017 34. 9 
PUPP IecOnibere es wen tee ses. a Aree els fu TS? 3 421 1, 980 21d 
1946 
Re at eee 5 64 496 12.9 


1 From table 13, “Distribution of U.S. Army civilian employees in the Persian Corridor, 1943-45,”’ in Motter, T. H. 
Vail: The Persian Corridor and Aid to Russia. United States Army in World War II. The Middle East Theater. 
Washington: U.S. Government Printing Office, 1952, p. 500. 

2 From unadjusted data in table 31 for dates shown therein and from pertinent issues of “Strength of the Army’’ for 
other dates. 
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North African-Mediterranean theater 


In the North African-Mediterranean and the European theaters, possibly 
because operating conditions were more uniform than in other areas, various 
hospitals of like type tended to engage more equal numbers of civilian employ- 
ees than did similar hospitals elswhere. Even so, variations in numbers of 
civilian personnel utilized by lke medical units in both theaters existed. The 
number of French and Arab civilians utilized by Army hospitals in North 
Africa and the number of Italian civilians used by such hospitals in Italy de- 
pended very largely on the availability of Italian service troops, since the 
latter, after the organization of Italian service units in late 1943, were almost 
universally preferred to the civilians. For a general hospital not using Italian 
troops, the average number of civilians employed in the North African theater 
was probably from 150 to 200, although as many as 275 were used on occasion. 
The normal civilian complement for an evacuation hospital in similar circum- 
stances was about 50, but at times well over 100 civilian workers were employed. 

Available statistics do not justify generalizations about the number of 
civilians normally employed in station and convalescent hospitals and in ma- 
laria control and other Medical Department units.** However, if the average 
number of personnel, not including U.S. troops, that were used in Medical 
Department installations at the end of the war be taken as a criterion of the 
strength of civilian employment prior to the use of Italian service personnel, it 
is likely that as many as 4,000 civilians were employed in the Medical Depart- 
ment in the North African theater about the time of the invasion of Italy 
(table 21). This was equal to 7 percent of the strength of the Medical Depart- 
ment elements in the theater on 31 October 1943. 


European theater 


The high educational level of the civilian population in Europe, as com- 
pared with that of peoples in other parts of the world, meant that it was 
possible to utilize European indigenous labor in a wider variety of occupations 
than elsewhere and to place greater reliance upon their ability to perform 
relatively unskilled tasks. This partly explains why the number of civilians 
employed by the Medical Department was greater in the European theater 
than in any other oversea area. Shortly after V-E Day, the number of civilians 
so employed in medical installations of the communications zone alone ex- 
ceeded 20,000 (table 22). However, the fact that the Army overseas had its 
greatest strength in that theater, helped to produce the same result. Indeed, 
the number of civilians employed in the communications zone Medical Depart- 


* Station and convalescent hospitals and malaria control units in the North African theater 
employed civilians, but statistics of the number used are available only in isolated instances. The 
7th Station Hospital at Oran at one time employed SO French civilians, and an unspecified number 
of civilians were used in malaria control work. 
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TABLE 21.— Utilization of civilian workers and Italian prisoners of war, by Medical 
Department service-type units, Mediterranean theater, 1 May 1945 


Civilian workers Italian prisoners of war 
Number in eee SS 
Type of unit ! theater } 
Number Average per} Number Average per 
unit unit 
General hospital: 
is ORONO BNO cn a 2, ree 0 204 102 
eee Ct ee oe we eh 9 119 1352 815 90. 5 
Station hospital: 
CSV) 5S Se DD SS See a a Peale 2 oar 0 33 33 
LOLS 5 ECG Se ae ee 17 219 12°38 1, 423 $3. 0 
eR aie ye ey St. 7 a we — 0 223 AA eS 
et Chee wee AR j Seer oe 0 35 35 
Malaria survey detachment______________ 4 ae ie a 0 170 170 
Malaria control detachment______________ 10 pay. 25 1, 707 170. 7 
Medical base depot company_____________ 4 20 5 224 56 
Medical general dispensary_.____________- a 16 cs H Rieasaes, beet 0 
Medical general laboratory______-__-____- 24. ee 0 65 65 
Medical service battalion________________ 1 | 10 10 112 112 


1 One medical laboratory, 6 prophylactic platoons, 13 veterinary food inspection detachments, 2 veterinary evacua- 
tion detachments, and 1 hospital train used no local labor. 


Source: ‘‘Digest of Principal Type Service Units Utilized in MTO,”’ compiled by G-4 Section, Mediterranean Theater 
of Operations, U.S. Army; revised November 1945, pp. 8-12. 


ment activities around V-E Day was equivalent to about 5 percent of the 
number of troops utilized in the entire medical service of the theater, and while 
civilians also were used in the combat zone, they probably did not raise this 
percentage by a very great amount.” Thus, it appears that in relation to the 
military strength of the Medical Department in the European theater the 
number of civilians employed by that branch of the Army was less than it 
was in many other places. 

Since labor was scarce in Great Britain and strictly rationed by the 
British authorities, an Army hospital there usually employed no more than 
from 20 to 30 civilians. On the Continent, an entirely different situation pre- 
vailed. General hospitals in France at times had from 600 to 700 civilians in 
their employ, although the average may have been somewhat lower. In April 
1945, the 11 general and 3 station hospitals of the Seine Section had a total of 
7,513 civilian employees, an average of 609.9 per general and 268.0 per station 
hospital; and in May 1945, the 203d General Hospital established what was 
probably an oversea record with 1,248 civilian employees. When they were 
not using German prisoners of war instead, most evacuation hospitals in the 
European theater employed from 60 to 80 civilians, although as many as 120 


26 Letter, Brig. Gen. Alvin L. Gorby, to Col. C. H. Goddard, Office of The Surgeon General, 
30 July 1952. 
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were “profitably” employed in one instance. In the medical units of the 
Continental Advance Section, European theater, in February 1945, civilian 
labor reached a peak of 1,770 workers against an enlisted strength of 7,871, 
or 1 civilian for every 4.4 enlisted men. 

As late as June 1945, the United Kingdom employed 8.9 percent of the 
total communications zone Medical Department civilian employees while it 
had only 5.8 percent of communications zone employees in general. Indeed, 
while the two ratios tended to approach each other, this situation was in 
existence even at the end of August 1945 (table 23). 


TABLE 23.—Geographic distribution of medical personnel, European Theater of Operations, 
Communications Zone,’ April 1945 to October 1945, inclusive ? 


1945 


Group ed =e 
April 3 May 3 June July August October 
Total manpower: 
General (all branches of 
the Army): 
POMleus 2h 22 1, 076, 445)1, 185, 957|1, 130, 948}1, 134, 845/1, 142, 590/947, 520 
United Kingdom: 
Number... <a 114, 729} 105, 644; 103,414) 88,542) 80, 226) 49, 281 
Percent of general 
inna wet oe. le on So ole |. eS eee =o 9.1 7.8 7.0 5.2 
Medical Department: 
TOV bets eek esses: 183, 632} 196,426) 191, 762) 142,892| 116, 732) 89, 887 
United Kingdom: 
NUMER S62 boos ase | 60,550} 59, 247 50, 595} 35,019} 28, 173) 12, 135 
Percent of Medical 
Department man- 
OWE teatime ee Ba Abe delet wl eet 26. 4 24. 5 24.1 13. 5 
Total troops: 
General (all branches of 
the Army): 
DOM ALi ewes de B. Be dee 569, 635} 571, 284) 522,211) 497,162) 491, 437/458, 581 
Percent of total general 
MANPOWECL ss: 852 Se Se ee ee 46. 1 43. 8 43. 0 48. 3 
United Kingdom: 
Number... 3 2.8 acu 93,479} 80, 989 70, 657 57,925) 51, 349) 30, 778 
Percent of total troops_ 16. 4 14, 2 13.5 i Ae 10. 4 6. 7 
Medical Department: 
Tela .t 2. Beet Se 125, 868} 123, 338; 114, 228) 86,393 68, 379| 58, 621 


Percent of total Medical 
Department man- 


POWelice- -- 4S BB es ee ae oe 59. 5 60. 4 58.5) 65.2 
United Kingdom: 
Numbers ..ude occ 2 54, 674; 50,846) 41,292) 29,898) 23,371) 10, 305 
Percent of Medical 
Department troops- 43. 4 41. 2 36. 1 34. 6 34. 2 17. 6 


See footnotes at end of table. 
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TABLE 23.—Geographic distribution of medical personnel, European Theater of Operations, 
Communications Zone,’ April 1945 to October 1945, inclusive *"—Continued 


Group 


Total prisoners of war work- 
ing: 
General (all branches of 
the Army): 


Percent of total general 
manpower___._._---- 
United Kingdom: 


Percent of total pris- 
oners of war work- 


Percent of total Medical 
Department man- 


Percent of total Med- 
ical Department 
prisoners of war 
ji 4) 

Total Italian service unit 
personnel: 
General (all branches of 
the Army): 


Percent of total general 
manpower.......=...- 
United Kingdom: 


Percent of total Ital- 
ian service unit 
Personnel «2 x. 

Medical Department: 


Percent of total Medical 


April 3 


15. 0 


May 3 


351, 968 


15. 3 


Department: manpower |e 2222 -4--|eo-s.s25- 


United Kingdom: 
Percent of total Medi- 
cal Department Ital- 


ian service unit per- 


See footnotes at end of table. 


0 


0 


1945 

June July August 
400, 518) 454, 625) 463, 577 
35. 4 40. 0 40. 5 
20; 2a2 23; 501 23, 390 
6. 3 BAe 5. 0 
53, 882 39, 325 33, 966 
28. 0 24d 29. C 
7, 518 3, 857 4, 140 
14. 0 9. 8 Vay 
39,976} 34,291] 32, 789 
ee 3. 0 28 
0 0 0 
0 0 0 
3, 559 2, 095 2, 204 
1 ts: 1.4 1.9 
0 0 0 
0 0 0 


October 


387, 487 
40. 8 


15, 666 


4.0 


24, 043 


26. 7 


1, 549 


6. 4 
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TABLE 23.—Geographic distribution of medical personnel, European Theater of Operations, 


Communications Zone,’ April 1945 to October 1945, inclusive °—Continued 
1945 
Group 
April 3 May 3 June July August October 
Total civilian workers: 4 
General (all branches of 
the Army): 
el Bio) 12) Lee ae se SP rae: 20, 516} 223,993] 168, 243} 148, 767| 154, 787/101, 452 
Percent of total general 
MUSA YS OWT Pie ed a i ee 14.8 13. 1 13. 5 10. 7 
United Kingdom: 
NUM Ors sees eo eee te 7, 535 Ge bho 5, 487] 2, 846 
Percent of total civil- 
Gane WORKets sans. 26.4 | ac wet sos eee 4. 5 4.8 3.9 2.8 
Medical Department: 
ABORT h peyoke Gee enea. J eo eaaapee & 15, 264 15, 387 20, 093 15, 079 12; 133). “7, 223 
Percent of total Medi- 
cal Department man- 
PR ee Se we Sr a ee el ae ge 10. 4 10. 5 10. 3 8. 0 
United Kingdom: 
IN (Urea Yee acres | ee de 1, 785 1, 264 662 281 
Percent of Medical 
Department civil- 
lane WOLKCIN ose 22 Salata s oe Ce ate ee 8.9 8.4 5. 5 3. 9 


1 All strengths from Progress Report, Communications Zone, European Theater of Operations, U.S. Army, for cor- 
responding months. General and Medical Department data exclude headquarters personnel. 

2 September has been omitted as a result of numerous errors in the corresponding issue of the Progress Report. 

3 All data exclusive of civilian workers in the United Kingdom. 

4 Does not include U.S. civilians or British civilians employed on the Continent, 


In 1944 in the South Atlantic, the Medical Department had a daily aver- 
age of 150 employees, used mostly in malaria control work, which was greater 
than one-fourth of the average military strength (534) of the Department in 
the theater for the year. In the Caribbean Defense Command, the peak civil- 
ian-employment totals in 19438 and 1944 included 10 civilians in the Office of the 
Surgeon, Antilles Department, and approximately 270 workers engaged in 
malaria control duties in the Panama Canal Department. These alone, without 
considering hospital workers and sanitation workers in areas outside the Pana- 
ma Canal Department, were equal to about 6 percent of the mean Medical 
Department military strength in the Caribbean during 1944 (4,425) .27 


7 Mean strengths are the average of the adjusted strength on 31 January, 30 April, 31 July, 
and 31 October 1944, and 31 January 1945 as shown in table 31. 


CHAPTER IX 


Classification 


OFFICERS AND NURSES, 1939-41 


Proper classification, in the Army as elsewhere, is a major factor in proper 
utilization of available resources. This is particularly true where the resources 
concerned are highly trained individuals whose total number is strictly limited. 
It was clearly recognized by The Surgeon General that, while the Medical 
Department must be prepared at all times to carry out its military mission, the 
members of the various corps must also keep abreast of civilian professional 
developments. The emphasis shifted between military preparedness and pro- 
fessional accomplishment in terms of the current mission of the Army as a 
- whole. 


Background of the Classification System 


During World War I, while the Medical Department utilized professional 
consultants, little if any official classification of its officers took place. Between 
the two World Wars, specialization developed greatly in many civilian occu- 
pations and professions. The years in the 1930’s were especially important to 
the medical profession in the various fields of specialization. In 1935, the first 
American specialty board, the American Board of Ophthalmology, was orga- 
nized, followed by many others in the next few years. The Surgeon General 
kept in close contact with civilian medicine, and a count of Regular Army 
medical officers qualified as specialists shows that their number in 1938, on an 
overall percentage basis, was not seriously at variance with that of the civilian 
specialists. The distribution did, however, reflect the difference in needs in the 
various categories between civilian and military medical practice. Of all the 
members of the Medical Corps, 6.71 percent were diplomates of specialty 
boards, as against 8 percent of all physicians in the country.’ Nevertheless, 
specialization in the peacetime Medical Department was restricted by the 
limited number of personnel available to perform all the necessary tasks, and 
by the constant awareness that in a national emergency involving a general 
mobilization the officers of the Regular Army would be the nucleus on which the 
enlarged forces would be built. The role of leadership that would under emer- 
gency or war conditions fall to the officers of the Regular Army Medical 


1(1) Kubie, L. S.: The Role of the Specialist in Military Medicine. Surg. Gynec. & Obst. 80: 
109-110, January 1945. (2) Kubie, L. S.: Problem of Specialization in Medical Services of Regular 
Army and Navy Prior to the Present Emergency. Bull. New York Acad. Med. 20: 495-511, September 
1944. (3) Correspondence: Letter, Maj. Gen. George F. Lull, USA, Deputy Surgeon General, to 
Editor. Surg. Gynec. & Obst. 80: 448, April 1945. 
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Department also required that these officers be thoroughly versed in military 
subjects, such as command, tactics, logistics, and medical administration. 

Although the pressure to do so was not great, the Medical Department 
between World War I and 1939 made constant but ineffective efforts to classify 
its Reserve officers professionally. On the Army-wide level, the Mobilization 
Regulations of September 1939 required that assignments which individuals 
would occupy during mobilization should be designated beforehand, and could 
be based not only on the qualifications of the individual but also on the require- 
ments of the situation. By that date, neither the Medical Department nor the 
War Department General Staff had worked out a comprehensive and detailed 
system of classifying officers. 


Classification of Reserve Officers, 1940 


In 1940, however, the War Department ordered a classification of Reserve 
officers. Under this plan, all Reserve officers of the Army were required to fill 
out information forms (W.D., A.G.O. Form No. 178), supplementary informa- 
tion being required from Reserve officers of the Medical Department. These 
forms were reviewed in corps area headquarters and in the Office of The 
Surgeon General.’ 


Establishment of position categories 


The Surgeon General established a set of position categories for Medical 
Corps officers, necessarily the first element in a system of classification for any 
group. It distinguished various types of positions and also four degrees of 
proficiency within each. A symbol was provided for each type of position and 
capacity, and the appropriate symbol could be entered in the individual’s 
records as a guide to assigning him. Thus “S-3” stood for a general surgeon 
in the third degree of capacity, fourth being the lowest; “S (Ortho)—1” stood 
for an orthopedic surgeon in the highest grade, and so forth, the degree origin- 
ally based on civilian credentials, education, and length of experience in his 
field. After he had been tested by performance in the Army, his classification 
could be changed, if necessary,’ although this kind of change was made more 
commonly in the later war period than earlier. 


Work of civilian agencies 


Various agencies throughout the country assisted the Medical Department 
in classifying the Medical Reserve officers. Soon after this work was under- 
taken in 1940, the American Medical Association, through its Committee on 
Medical Preparedness, began its survey and classification of all physicians 


* Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1940. 

8’ An officer's classification was different from his efficiency rating. The latter was a grade— 
“superior,” ‘excellent,’ ‘satisfactory,’ “unsatisfactory’—assigned at intervals to an individual by 
his commanding oflicer and denoting his general value to the service. 
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throughout the United States. This project supplied much information on 
specialty training and type of practice to The Surgeon General.t| But final 
classification could not be made from this information alone. Committees of 
the National Research Council began cooperating on this project with the 
American Medical Association as early as July 1940. The general plan was 
for these committees to send lists of specialists to the American Medical Asso- 
ciation, where its committee would record additional information obtained from 
its survey or from other sources. Some of the lists submitted by the National 
Research Council were graded to show a man’s proficiency within his specialty. 
The National Research Council sent duplicates of some lists to The Surgeon 
General, thus aiding him directly to evaluate members of the Reserve and 
National Guard, then coming on active duty.° 

The system developed by committees of the National Rese: arch Council, 
for designating the proficiency of men in a specialty—assigning them a number 
from 1 to 4—was the first one adopted by the Medical Department.* 

The National Roster of Scientific and Specialized Personnel, established 
in June 1940, also rendered assistance. The primary function of this agency 
was “to provide for the most effective utilization of * * * scientifically and 
professionally trained citizens * * * .”* Because the American Medical 
Association was developing its own lists of physicians, the National Roster 
during the early part of its existence undertook to list only the smaller groups 
of specialists, such as bacteriologists, immunologists, pathologists, anatomists, 
physiological chemists, psychologists, physiologists, zoologists, and entomolo- 
gists.* Colleges of medicine and specialty boards also cooperated in this effort, 
contributing whatever information they possessed. Of course, those charged 
with classifying officers used, in addition to other information, directories of 
physicians, such as those of the American Medical Association, the American 
College of Physicians, the American College of Surgeons, and the directory of 
medical specialists certified by American specialty boards.® In the early phases 
of the work of classifying officers, The Adjutant General’s Office gave little 
assistance, and the systems it devised seem to have been none too effective.*° 


4Letter, The Surgeon General, to Dr. R. G. Leland, Committee on Medical Preparedness, American 
Medical Association, Chicago, Il., 22 Jan. 1941. 

5 (1) Minutes, Meeting of Subcommittee on Cardiovascular Diseases, 23 July 1940, Division of 
Medical Sciences, National Research Council. (2) Minutes, Highth Meeting of Subcommittee on 
Venereal Diseases, 20 Sept. 1945, Division of Medical Sciences, National Research Council. 

6 (1) Farrell, Malcolm J., and Berlien, Ivan C.: Neuropsychiatry, Personnel. [Official record.] 
(2) Special Meeting of Personnel Group, 16 Dec. 1940, Division of Medical Sciences, National Research 
Council. (3) Minutes, Meeting of Subcommittee on Tuberculosis, 23 Dec. 1940, Division of Medical 
Sciences, National Research Council. 

7 Carmichael, L.: The National Roster of Scientific and Specialized Personnel. Scient. Month. 
58: 141, February 1944. 

8 (1) Mordecai, Alfred: A History of the Procurement and Assignment Service for Physicians, 
Dentists, Veterinarians, Sanitary Engineers, and Nurses—War Manpower Commission. (2) See 
footnote 6(2). 

® Letter, Office of The Surgeon General (Col. C. C. Hillman), to Surgeon, each Corps Area, 
10 Apr. 1941. 

10 Davenport, Roy K., and Kampshroer, Felix: Personnel Utilization: Selection, Classification, 
and Assignment of Military Personnel in the Army of the United States During World War II. 
[ Manuscript. ] 
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The work of classifying Reserve Medical Corps officers had only been ini- 
tiated when mobilization began, but was completed by Pearl Harbor. This 
classification constituted a long step forward in providing the Medical De- 
partment with knowledge of its qualitative resources in the Reserve sections."* 
Being the first real attempt to classify Medical Department officers, it served 
as the basis of the more intensive procedures developed during the war. Had 
this classification been completed before mobilization began, the Medical De- 
partment would have been in a much more advantageous position to make 
studies and satisfactory assignments. It is true that formal] classification as a 
guide to filling jobs was less necessary when the number of persons and the 
number of places for them were small, as had been true before the great ex- 
pansion of the Medical Department began. Officers responsible for making 
job assignments could be personally familiar with the attainments of each 
member of the group and assign him accordingly. Many assignments even 
in the early war years continued to be made on the basis of this kind of per- 
sonal knowledge. Formal classification could not, of course, eliminate all or 
perhaps even most of the work in making assignments, for no system of classi- 
fication—at least none that was devised—could take account of all variations 
in jobs (even of the same category) or in the personal qualifications of indi- 
viduals. Nevertheless, formal classification became practically indispensable 
at least as a preliminary sifting when large numbers of personnel had to be 
dealt with. 


OFFICERS AND NURSES, 1941-43 


Although The Surgeon General had established a system of position cate- 
gories for Medical Corps officers during the emergency period, no system of 
categories covering all types of positions to which officers of the Army at large 
were assigned appeared until 1943. In that year, The Adjutant General pub- 
lished such a comprehensive series, which included medical categories de- 
veloped and tested by the Military Personnel Division of the Surgeon Gen- 
eral’s Office. ‘Those mainly responsible for it were Lt. Col. Gerald H. Teasley, 
MC, and ist Lt. (later Lt. Col.) Robert W. W. Evans, MC. This classifi- 
cation system, which served throughout the war, was first presented in January 
1943 as Army Regulations No. 605-95 (Tentative). Volume I of the regula- 
tions was entitled “Officer Civilian Classification,” and volume II, “Officer 
Military Classification and Job Specifications.” Volume II is the more im- 
portant to this discussion. Some months after its publication, the Surgeon 
General’s Office was called upon to furnish additional information. This was 
incorporated in War Department Technical Manual 12-406, “Officer Classifi- 
cation, Commissioned and Warrant,” which appeared in October 1943 and 
superseded the tentative regulation. The latter listed a code number, an MOS 
(military occupational specialty), and a job specification for nearly 700 Army 


Letter, Lt. Col. Francis M. Fitts, MC, Military Personnel Division, Office of The Surgeon 
General, to Maj. Gen. C. R. Reynolds, formerly The Surgeon General, 25 June 1941. 
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jobs. The job specifications consisted of a summary statement of duties, a 
list of typical tasks, special skill and knowledge requirements, military and 
civilian occupational experience prerequisites, educational prerequisites, and 
the civilian jobs whose occupants would be most likely to meet the require- 
ments of the military. 


Establishment of the Code Number System 


The tentative regulations (and also its successor, the technical manual), 
in its listing of job categories for Medical Corps officers, followed that already 
in use in the Medical Department, except that it substituted numerical symbols 
for the symbols previously used and fitted them into a series of job categories 
for all officers of the Army. Each numerical symbol or code number consisted 
of four digits, the first digit (0 to 9), indicating a major grouping. The major 
grouping for most types of medical jobs was that relating to health, distin- 
guished by the figure “3.” The second digit represented a subgroup while the 
third and fourth digits stood for a specialty within that subgroup. Thus, an 
orthopedic surgeon, instead of having the symbol “S (Ortho), now had the code 
number 3153. Moreover, in designating degrees of capacity or proficiency 
within each job category, the letter A, B, C, or D was used instead of 1, 2, 3, or 4, 
and “S (Ortho)—1” became A-3153. Dietitians and physical therapy aides were 
listed in the technical manual but not in the earlier regulations, which was is- 
sued only a month after they achieved military status. 

In April 1943, it was proposed that after the following 5 May Army of- 
ficers should be requested by code number, but as Medical Department per- 
sonnel had not yet been coded, they were not included in the proposal.” Ap- 
parently, The Surgeon General found the changeover to the numbered coding 
system quite time consuming, for not until 1944 did that system supplant the 
lettered code. 

Since the categories listed in the regulations and the technical manual did 
not include every type of position separately, the more difficult aspect in the 
whole process of classifying officers was choosing men for an unlisted category. 
The classifier would then have to consult the whole record of each of a number 
of officers and decide which of them fitted the need. There could be no auto- 
matic or pushbutton system of classifying officers; individual judgment played 
an indispensable part in the process. 


Role of the Surgeon General’s Office 


In the Medical Department, the Surgeon General’s Office continued to 
do much of the work of classification, and as early as March 1942, there was 
a Classification Branch in that office. For a time, however, it appears to 
have lost its identity and to have been reestablished under that name in 


2 Report of conference called by Military Personnel, Army Service Forces, signed by Lt. Col. 
Gerald H. Teasley, MC, Military Personnel Division, Office of The Surgeon General, 23 Apr. 1943. 
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March 1943. At the latter date, this branch not only classified officers of 
the Medical Corps but recommended their original assignments, searched 
for misassignments, and recommended changes. It kept a body of records 
containing an enormous amount of information on which to base its classi- 
fications and its recommendations for assignments—surveys of the ability 
and assignments as well as records of the special schools officers had attended 
and of their attainments in foreign languages.’* Classification of officers 
other than members of the Medical Corps—and little of this took place during 
the early war years—was done not in the Classification Branch but in other 
seoments of The Surgeon General’s Military Personnel Division. 


Role of the Field Commands 


Classification was performed not only in the Surgeon General’s Office 
but, at least during 1942, in corps area (service command) and Army head- 
quarters as well. Since many Medical Department officers reported directly 
to these headquarters from civilian life, which meant that they had received 
no classification of any kind, it was necessary to classify them on the basis 
of data given on questionnaires and whatever additional information could 
be obtained about them.** Although such methods were necessary in order 
that the officers be given assignments, unfortunately they did not always tend 
to promote the kind of uniformity The Surgeon General desired. 

After the consultant system was established in 1942, some of the tasks 
of these specialists concerned the proper classification and grading of person- 
nel. As used by the Medical Department, the word “consultant” applied 
not merely to specialists who acted as advisers only, but to those who, as in 
this case, had administrative functions. In early 1942, The Surgeon Gen- 
eral brought to his Office from civilian life a consultant in surgery and 
one in medicine and, later in that year, one in neuropsychiatry. As the 
Office organization grew in size and complexity, other specialists were as- 
signed to handle subspecialties. In the summer of 1942, a beginning was 
made in supplying a consultant in each of the three aforementioned spe- 
cialties to each service command. All these men assisted, through their 
knowledge of specialists in their fields and through their training and ac- 
complishments, in the proper classification of medical specialists. Those in 
the Surgeon General’s Office not only aided in initial grading but in reviewing 
and revising the classification of officers after they had had an opportunity 
to demonstrate proficiency in a specified field while on duty with the Army. 
Those in the service commands traveled to hospitals, induction stations, and 
other installations where, by interview and inspection of the specialist’s work, 


% Annual Report, Classification Branch, Military Personnel Division, Office of The Surgeon 
General, U.S. Army, 1944. 

144 (1) Annual Report, Surgeon, Third U.S. Army, 1942. (2) Committee to Study the Medical 
Department, 1942. 
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they were able to make more accurate judgments of ability than those who 
had only the records. 


Classification Within the Air Forces 


The Army Air Forces used similar measures to assure that a physician 
was properly classified according to his qualifications. The Chief of the 
Medical Branch and the Chief of the Section on Professional Care of Air 
Forces hospitals testified before the Committee to Study the Medical De- 
partment of the Army that they not only classified officers initially but 
also made investigations at Air Forces hospitals and in a man’s civilian lo- 
cality. The former stated that he had “somebody traveling all the time 
checking this thing.” 

The sources of information made use of by Medical Department classi- 
fiers at this period were much the same as those that had been available to 
them since 1940—the forms filled out by individual officers and data furnished 
by the American Medical Association, the Division of Medical Sciences of 
the National Research Council, the Procurement and Assignment Service, 
~and the American specialty boards. The source that yielded more data than 
any other was W.D., A.G.O. Form No. 178-2, “Classification Questionnaire 
of Medical Department Officers,” published on 1 August 1943. This was a 
revision of W.D., A.G.O. Form No. 178, published in 1940 when the War 
Department had begun to classify Reserve officers. 

In helping the Medical Department to classify medical specialists, partic- 
ularly as to the proper proficiency groups, the American specialty boards per- 
formed very useful work. They sent to The Surgeon General (or to his liaison 
officer, located at the headquarters of the American Medical Association) the 
names of men who had recently passed their examinations and had been cer- 
tified by the boards as competent specialists. Sometimes, they indicated the 
proficiency grade they believed fitting for these men, together with informa- 
tion on whether they were in service, whether they were Reserve officers not yet 
called to active duty, or, if not committed to Army service, whether they were 
willing or unwilling to accept military duty.?° Thus, they helped incidentally 
to procure officers as well as to classify them. 

In early 1942, at the suggestion of The Surgeon General, the “Directory of 
Medical Specialists” established a “control file,” which listed about 10,000 names 
of uncertified applicants to the American specialty boards, men who had done 
varying amounts of work toward board certification. (These names were in 
addition to the 18,000 physicians already certified by American specialty boards 


15(1) Letter, Secretary-Treasurer, American Board cf Otolaryngology, Omaha, Nebr., to The 
Surgeon General, 13 June 1942. (2) Letter, Secretary-Treasurer, American Board of Radiology, 
Roebester, Minn., to Col. G. F. Lull, MC, Office of The Surgeon General, 23 June 1942. (3) Mem- 
orandum, Surgeon General’s Liaison Officer, American Medical Association, for The Surgeon Gencral, 
28 July 1942, subject: List of Recommendations of the American Gastro-Enterological Association. 
(4) Letter, American Proctologic Society, to The Surgeon General, 17 Dec. 1942. 
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who were listed in the “Directory of Medical Specialists.”) The names in the 
central file were listed as “cleared” and “not cleared.” The “cleared” group 
consisted of men whose training and other qualifications met board standards 
and requirements for admission to their examinations, but who had not yet 
gained certification. The “not cleared” group consisted of men who had done 
work in a specialty but who had not yet been accepted for examination, those 
who had had failures requiring complete reapplication for the examination, 
and those whose certification had been revoked. A set of name cards from 
this file was made available to The Surgeon General. He could also ask the 
appropriate specialty board for additional information on any man listed.’ 
As changes were made in the list of those physicians “cleared” or “not cleared” 
the directing editor of the “Directory of Medical Specialists” made the changes 
known to The Surgeon General. 

The cited sources of information for classifiers applied mostly to data on 
physicians. Apparently, during the early part of the war, the organizations of 
dentists and veterinarians furnished information as to specialists in these 
professions, ‘7 but methodical and painstaking efforts by the Medical Depart- 
ment to classify any officers other than members of the Medical Corps came 
only later in the war. 


MALE AND FEMALE OFFICERS, 1943-45 


Classification Measures 


Throughout the war years, even though considerable emphasis had been 
placed by the Army Service Forces upon decentralization generally, an attempt 
was made to centralize more of the process of classification of medical officers 
in the Office of The Surgeon General. The effort to bring officer classifications 
up to date and, for that purpose, to assemble current information on their quali- 
fications appeared in communications from the Surgeon General’s Office and 
other agencies in the latter part of 1943 and afterward. <A large part of this 
effort was directed toward revising the “proficiency” ratings of Medical Corps 
officers, which were more apt to be incorrect than placement of these officers in 
the larger categories of specialization. It was probably with the “proficiency” 
record in mind that The Surgeon General, in a letter to service command sur- 
geons referring to changes in initial classification ratings of Medical Corps of- 
ficers made by his office, advocated revising these ratings whenever competent 
professional observers found that the performance of officers, or their ability 
to perform, was not reflected in their ratings. *® 


16 Letter, Directing Editor (Dr. Paul A. Titus), Board of Directory of Medical Specialists, 1942 
issue, to Lt. Col. F. M. Fitts, MC, Office of The Surgeon General, 24 Apr, 1942, subject: Applicants 
for Certification by American Boards. 

1 Military Preparedness. J.A.M.A. 118: 684, 21 Feb. 1942. 

18 Letter, The Surgeon General, to Commanding General, First Service Command, attention 
Service Command Surgeon, 21 July 1944, subject: Classification of Medical Corps Officers. 
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At the end of 1944, The Surgeon General was able to induce higher War 
Department authority to order an annual review of all Medical Corps officer 
classifications.*® Commanders overseas as well as in the Zone of Interior were 
directed to finish the first review by 31 March 1945 and forward the results to 
The Surgeon General. <A fairly complete classification of all Medical Corps 
officers based on the latest available information was completed by the end of 
June 1945.2° The war ended, however, before any more such reviews could 
fall due. 


Questionnaires 


Officers themselves furnished data for classifications in the form of answers 
to the classification questionnaire (W.D., A.G.O. Form No. 178-2), whose form 
was revised twice during the war—in August 1943 and January 1944. In 
November 1943, The Surgeon General advised the service command surgeons 
to have all medical, dental, and veterinary officers complete classification forms. 
The next month, a War Department circular required officers of these corps 
returning from duty overseas to do the same.** Some months later, Army 
Service Forces headquarters supplemented this directive by ordering all its 
officers who had not filled out questionnaires in the past to do so now; the order 
was intended to apply to officers returning from duty overseas, graduates of 
officer candidate schools, officers newly assigned to Army Service Forces from 
other commands, and officers newly commissioned from civilian life or from 
the enlisted ranks.” 


Instructions of The Surgeon General 


Aside from answers to questionnaires and reports from professional ob- 
servers, there were other sources of information which The Surgeon General 
reminded the service commands to employ as a basis for classification. In his 
letter of 22 November 1943, he requested the service command surgeons to 
“establish a procedure by which information can be obtained from the pro- 
fessional consultants, the commanding officers of hospitals, and other available 
sources concerning the ability of Medical Department officers.” This and 
“other pertinent information” should be “maintained on personnel records in 
the Office of the Service Command Surgeon.” The medical officer responsible 
for classifying and assigning Medical Department personnel should be encour- 
aged to obtain firsthand information by visiting the installations where such 
persons were assigned. 

72 War Department Circular No. 460, 5 Dec. 1944. 

20 Letter, Brig. Gen. Harold C. Lueth, USAR, to Col. John B. Coates, Jr., MC, Director, Historical 
Unit, U.S. Army Medical Service, 10 Mar. 1956, with enclosure thereto. 

21 (1) Letter, Office of The Surgeon General (Maj. Gen. G. F. Lull, Deputy Surgeon General), to 
Commanding General, Second Service Command, attention: Service Command Surgeon, 22 Nov. 1943, 
subject: Classification and Assignment of Medical Corps Officers. (2) War Department Circular No. 


33, 24 Dec. 1943. 
22 Army Service Forces Circular No. 212, 8 July 1944. 
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How information from these sources should be produced and evaluated so 
as to permit a reestimate of a Medical Corps officer’s rating was described in 
a letter from The Surgeon General to service command surgeons on 21 July 
1944. 'The original recommendations for changes in officers’ ratings could come 
either from their commanders, who should be encouraged to submit such pro- 
posals, or from the appropriate professional consultants, who should be in- 
structed to make recommendations in the course of their inspections. The con- 
sultants should screen and evaluate the recommendations made by officers’ 
commanders. Their judgment should be based not only on the record of an 
officer’s formal training and experience but on an appraisal of his capability. 
The Surgeon General’s Office would furnish each service command a list of the 
Medical Corps officers assigned to it and their current ratings. The service 
command consultants were to return the list, marked with the changes in rat- 
ings they recommended. The Surgeon General would then take final action.” 


Role of the Classification Branch 


In November 1943, The Surgeon General informed the service commands 
that his Classification Branch would classify all the medical, dental, and 
veterinary officers who were ordered to fill out questionnaires at that time. 
The War Department circular of December 1943, which required answers to 
the classification questionnaire from all officers of these corps returning from 
overseas, directed that the classification forms be sent to The Surgeon General, 
who was to distribute them and issue instructions concerning their use. In 
August 1944, the War Department directed that each officer of the same three 
corps in the Army Air Forces should prepare answers to the classification 
questionnaire and send one copy to the Surgeon General’s Office. Whether or 
not the latter was to use it in the exercise of any power of classification, how- 
ever, the circular did not state. 

More effort to centralize the classification of officers was directed at 
members of the Medical Corps than at those of any other Medical Department 
officer group. A proposal of The Surgeon General that his Office make the 
initial classification of all Medical Corps officers was agreed to by the Army 
Ground Forces in April 1944. In December of the same year, the War Depart- 
ment granted him that authority with respect to any officer thereafter ap- 
pointed to the Medical Corps.» As the War Department had stopped the 
procurement of doctors from civilian sources some months previously, this 
authorization applied mainly, if not exclusively, to future graduates in medi- 
cine who were enrolled in the Army Specialized Training Program or who 
held student commissions in the Medical Administrative Corps. 

The classification of members of certain Medical Department officer com- 
ponents was not centralized in the Surgeon General’s Office—at least not to the 


23 See footnote 18, p. 274. 

24 War Department Circular No. 349, 26 Aug. 1944. 

2 (1) Memorandum, Adjutant General, Army Ground Forces, for Chief of Staff, 26 Apr. 1944. 
subject : Assignment of Medical Corps Officers and Nurses. (2) See footnote 19, p. 275. 
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same extent as was that of Medical Corps officers. This was true of Dental 
Corps,” Medical Administrative Corps, and Army Nurse Corps officers. The 
Surgeon General carried on a classification of Medical Administrative Corps 
officers assigned to installations under his own jurisdiction; in the later war 
years, members of the corps graduating from officer candidate schools were 
classified at the schools where they received their commissions. 


Efforts Toward Greater Uniformity in Classification 


Manuals 


The continuous efforts to promote uniformity in classification of officers 
for the whole Army came to fruition with the publication of War Department 
Technical Manual 12-406, on 30 October 1943. This manual was supplemented, 
so far as it related to the Medical Department, by special instructions embodied 
in War Department Circular No. 232, 10 June 1944. The groups of standard 
qualifications established by these instructions for each of the four degrees of 
proficiency within the Medical Corps specialties were stated in broad terms—so 
broad, in fact, that they could hardly, of themselves, produce a completely 
uniform classification of the officers to whom they applied. The four groups 
of proficiency qualifications were set forth as follows: 


Group A (To be substituted for SGO Group 1). Officers with civilian or military 
background of recognized and outstanding ability in a specialty, for example, officers who 
were professors and/or heads of departments and associate professors in large teaching 
centers; officers who can function within their specialty without professional supervision. 

Group B (To be substituted for SGO Group 2). Officers with superior training and 
demonstrated ability. Classification in this group indicates a probable training period 
of one year as an intern and a three year residency or fellowship devoted to the specialty 
in a recognized teaching center. Officers with mature experience and demonstrated ability 
may be classified in this group even though they have not had the formal training indicated 
above. Diplomates of American Specialty Boards are classified in this group or higher but 
absence of certification does not prohibit inclusion in this group. These officers can 
function within their specialty without professional supervision. 

Group © (To be substituted for SGO Group 3). Officers who have recently completed 
periods of training including one year as an intern and one year of residency ; officers who 
have demonstrated some ability in a specialty; officers with shorter periods of training 
but with minor proportion of practice devoted to a specialty such as general practitioners 
giving particular attention to the specialty for a period of at least three years. 


The Air Forces issued its own classification manual in April 1944.27 Every 
job category listed in the Air Forces manual for the Medical, Dental, Veteri- 
nary, and Army Nurse Corps and for the Hospital Dietitians and Physical 
Therapists had appeared in the War Department manual.** The only difference 


26 Report, Military Personnel Division, Office of The Surgeon General, to Historical Division, Office 
of The Surgeon General, summer 1945, subject : Medical Department Personnel. 

27 Army Air Forces Manual 35-1, 3 Apr. 1944, subject: Military Personnel Classification and 
Duty Assignment. 

2°3No attempt has been made to compare the job listings in these manuals for members of the 
Medical Administrative, Sanitary, and Pharmacy Corps, since the job designations given do not always 
clearly indicate whether the post could be filled only by a member of one of these corps. 
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was that the Air Forces manual listed fewer job categories for some of the com- 
ponents than did the War Department manual, presumably because certain 
types of jobs would not be needed in the Air Forces. Both manuals also appear 
to have contained the same set of qualifications for each kind of job. 


Role of consultants 


The Surgeon General, in addition to making full use of the consultants in 
his Office, designated the service command consultant in each specialty as the 
final authority within the service command for recommending all changes in 
the rating of specialists in his field. If the consultant was consistent in main- 
taining his own standards, this would result in considerable uniformity of © 
classification within the service command so far as the proficiency ratings were 
concerned. Uniformity throughout a broader area, however, was desirable; 
the task of classification, it was held, must be performed not from the point of 
view of a single service command,” but from that of the entire Army. 
No doubt, a certain uniformity of view among consultants in a given specialty 
resulted from their similar training and experience. Moreover, if The Surgeon 
General’s scheme just mentioned was adhered to, their recommendations as to 
changes in ratings were passed upon finally in his own Office, where differences 
in standards could be reconciled. 


Individual records 


Uniformity of classification was also a matter of keeping the records up to 
date. If changes in men’s capabilities were not promptly recorded, the effect 
was the same as if uniform standards were not being applied. It was necessary 
too that all records of a man’s classification should agree with one another. The 
Surgeon General had urged uniformity in that sense when, in calling on the 
service commands for questionnaires from all medical, dental, and veterinary 
officers in November 1943, he had stated that the classification symbols given 
these officers by his Classification Branch should be entered on all their records 
in the service command surgeon’s office. Almost a year later, he emphasized 
that revised questionnaires of all Medical Corps officers should be available in 
his Office and that copies of them should be filed in the service command head- 
quarters. About the same time, a representative of The Surgeon General urged 
that the same classification should appear on all records used in the assignment 
and evaluation of an officer; when the rating was changed, it should be changed 
on all records simultaneously. It appears that in at least one service command, 
for a time at any rate, two groups of classification data were maintained—one 
determined by The Surgeon General, the other by the service command.°*° 


*9 Speech, Maj. Robert W. W. Evans, MC, Office of The Surgeon General, “The Classification and 
Assignment of Personnel,’ 10 Oct. 1944. In Annual Report, Surgical Consultants Division, Office of 
The Surgeon General, U.S. Army, 1945. 

30 See footnote 29. 
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Evaluation of the Classification System 
Doctors 


The classification process for Medical Corps officers improved gradually, 
beginning possibly about the middle of 1943. This was at a time when 
the number of doctors accepting active duty had for several months been rela- 
tively quite small. Specialists who were diplomates of specialty boards proba- 
bly fared better than others in their initial classification, simply because the 
evidence of their training was more readily ascertained and they could be easily 
placed in their specialty with a proficiency rating of at least B, as the classi- 
fication manual prescribed. There were of course doctors well trained in some 
branch of medicine for which no specialty board yet existed, who therefore 
might be classified as nonspecialists. There was also the case of doctors who 
had simply not acquired membership in a specialty board, even though they 
were as competent in the specialty as those who had. On this point, The Sur- 
geon General repeatedly declared that mere lack of board membership would 
not place a specialist in a lower proficiency bracket if he had demonstrated 
top professional capacity in his specialty. 

Initial classification was not enough.** Reevaluations had to be made on 
the basis of actual performance. These were sometimes considerably delayed 
through lack of opportunity to make them. It was reported that even during 
1943, units were arriving in the European theater in which the commanding 
officer and the chief of the medical service had had no opportunity to judge 
the capacity of officers in the field of internal medicine except by paper evalua- 
tion. Presumably, the same held true of officers in the surgical specialties. 
A period of confusion therefore ensued until a reevaluation, based on the 
oflicer’s work, could be made.** 

Knowledge of the workings of classification was not universal among 
Army doctors. In 1944, it was reported that few of them had any idea as to 
their own professional classification and that a considerable number, especially 
among those who had been overseas, were not even aware of the classification 
system itself. Their assignments, nevertheless, reflected their military occupa- 
tional specialties as determined by the Personnel Service, Office of The Surgeon 
General, and a very high percentage of them were better than adequate.* 


Dentists 


While the major part of this classification discussion is given to the Medical 
Corps, it points up the problems and means of solving them as they relate to 


31 Initial classification in the sense of formally placing a man in one of the categories. prescribed 
by the Army, so that this record would govern all future assignments, might be delayed until after 
his commander had examined his credentials and placed him in a job. The formal initial classification 
was therefore sometimes made on the basis of actual performance. 

22 Annual Report, Office of the Chief Surgeon, Headquarters, European Theater of Operations, 
U.S. Army, 1944, Exhibit A thereto. 

83 (1) Memorandum, Maj. Henry McC. Greenleaf, MC, for Colonel Schwichtenberg, MC, Office 
of The Surgeon General, 13 June 1944, subject : Informal Report of Trip to Several Zone of Interior 
Army Hospitals. (2) See also Chapter X, pp. 289-338, this volume. 
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the full officer strength of the Medical Department, even though considerably 
jess control of classification for the other components was ever centralized in 
the Surgeon General’s Office. ‘The classification of Dental Corps officers seems 
to have been less satisfactory than that of doctors. The Military Personnel 
Division of the Surgeon General’s Office stated in April 1945 that “incomplete, 
insufficient, and improper classification of Dental Corps officers was a major 
problem throughout the war.” It gave three reasons for poor classification of 
these officers during the early part of the war: (1) Dental Corps officers origi- 
nally did not have to fill out a classification questionnaire; (2) in spite of the 
fact that instructions to fill out the questionnaire were changed to cover all Medi- 
cal Department officers, doubt whether this included Dental Corps officers was so 
persistent that as late as April 1945 the Surgeon General’s Office considered it 
necessary to call the matter to the attention of those concerned; and (3) the early 
classification questionnaire did not call for sufficient information to make it a 
reliable basis for accurate classification. Even when complete information 
became available, accurate classification was hampered by several conditions. 
In the service commands and oversea theaters, there was considerable variation 
in the evaluation of dental skills. The early form of the classification ques- 
tionnaire authorized the commanding officer of a unit to recommend the classi- 
fication he considered appropriate for his subordinate officers. In the Army 
Ground Forces, this was usually a line officer who understood little or nothing 
of professional standards and qualifications. Later, the senior medical officer 
made recommendations, but this did not solve the problem of evaluating dental 
specialties in any installations other than the large ones in which the com- 
manding officer, a Medical Corps officer, took the time to confer with the chief 
of the dental service. 

Many Dental Corps classification records dated only from 1943, and classi- 
fication records on 20 percent of the members of the corps were never received 
at all. Classification would certainly have been better for Dental Corps offi- 
cers, if procedures had been centralized in the Surgeon General’s Office, if classi- 
fication questionnaires had been submitted annually so that records could be 
kept current, and if professional evaluations had been reviewed by qualified 
classification officers. Personal visits to dental installations for the evaluation 
of the utilization of Dental Corps officers would also have proved useful.** 
“Too much reliance had to be placed on the dentist’s own estimate of his quali- 
fications, so that men with little more than a desire to do a certain type of work 
were designated as specialists, while other trained officers were placed in routine 
jobs.” 85 


Sanitary Corps officers 


Some fault was also found with the classification of Sanitary Corps ofli- 
cers. In February 1945, The Surgeon General’s Classification Branch heard 
34 See footnote 26, p. 277. 


*> Medical Department, United States Army. Dental Service in World War II. Washington: U.S. 
Government Printing Office, 1955, p. 107. 
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of “a pernicious method” of changing their classification—apparently one 
service command would sometimes alter an officer’s classification simply to 
justify his promotion.*® As regards sanitary engineers, in particular, who 
formed a substantial part of the corps, some acquired that classification who 
were unfitted for it, despite the efforts of The Surgeon General’s Sanitary En- 
gineering Division and the vigilance of the service commands. This was prob- 
ably because part of the work of classifying was done by surgeons of posts and 
commands, who were ordinarily unqualified to judge whether a man had the 
proper training in sanitary engineering. Some officers were also improperly 
classified as entomologists, entomology being another specialty of the Sanitary 
Corps.*? 


Development of Local Classification Systems Overseas 


As early as 1942, it became apparent to oversea commanders that the classi- 
fication system as it applied to medical officers was not adequate. In the first 
place, many of these officers had never been classified prior to being shipped 
overseas while others who had been classified failed to bring their classification 
records with them.** Probably more inadequacies existed in the proficiency 
rating than elsewhere.*® Proper classification overseas was no less necessary 
than it was at home, but the experience attained by officers abroad and the 
opportunity to observe them under field conditions would have called for re- 
classifications regardless of any classifying that might have been done in the 
Zone of Interior. The result was the development within the theaters of local 
systems of categorization which were independent of those in the continental 
United States. 


The North African and European theaters 


The North African and European theaters had similar systems based pri- 
marily on (1) questionnaires issued to each medical officer arriving in the 
theater (the North African theater went one step farther and distributed these 
questionnaires to all medical officers already in the theater) ; *° and (2) evalua- 


% Weekly Diary, Classification Branch, Military Personnel Division, Office of The Surgeon General, 
24 Feb. 1945. 

37 Hardenbergh, W. A.: Organization and Administration of Sanitary Engineering Division. [Offi- 
cial record. ] 

33 Letters, to Col. C. H. Goddard, MC, Office of The Surgeon General, from (1) Theodore L. 
Badger, M.D., 25 Sept. 1952; (2) Alan Chalman, M.D., 11 Sept. 1952; (3) John M. Flumerfelt, M.D., 
8 Sept. 1952; (4) George P. Denny, M.D., 25 Sept. 1952; (5) Garfield G. Duncan, M.D., 8 Sept. 1952 ; 
(6) Robert Evans, M.D., 8 Dee. 1952; and (7) Joseph S. Skobba, M.D., 10 Oct. 1952. 

39 Letters, to Col. C. H. Goddard, MC, Office of The Surgeon General, from (1) Garfield G. Duncan, 
M.D., 19 Aug. 1952; and (2) Walter D. Wise, M.D., 23 Sept. 1952. 

40 (1) Annual Report, Personnel Division, Office of the Chief Surgeon, European Theater of Opera- 
tions, U.S. Army, 1942. (2) Munden, Kenneth W.: Administration of the Medical Department in the 
Mediterranean Theater of Operations, U.S. Army. Vol. I. [Official record.] (3) Annual Report, 
Surgeon, North African Theater of Operations, U.S. Army, 1943. (4) Annual Report, Surgeon, Medi- 
terranean Theater of Operations, U.S. Army, 1944. (5) Report, Lt. Col. Stewart F. Alexander, MC, 
Personnel Officer, Surgeon’s Office, Seventh U.S. Army, on Medical Department Activities in Mediter- 
ranean Theater of Operations, 14 July 1945. 
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tion by consultants. The latter method had already proved helpful in the 
Zone of Interior. 

In the European theater, Col. William S. Middleton, MC, Chief Consul- 
tant in Medicine, personally interviewed all officers on the medical service in 
each hospital unit arriving in the theater, evaluated them, and reported on their 
qualifications to the Chief Surgeon.*t Col. Elliott C. Cutler, MC, Chief Con- 
sultant in Surgery, requested the base section consultants to do virtually the 
same thing and send their reports to him.** In addition, as early as 1948, 
each officer entering the theater as a casual was evaluated, if he had a specialty, 
by a senior consultant from the Chief Surgeon’s Office.*® The consultants did 
not confine their attention to newcomers. As early as 1942, they assessed the 
quality of the personnel assigned to the medical and surgical specialties in hos- 
pitals.*4 The following year, all units within the theater were evaluated by 
the consultants from the Professional Services Division of the Chief Surgeon’s 
Office as to the professional capacities of their medical officers. In 1944, Colo- 
nel Middleton visited and interviewed the medical officers of 112 general and 
13 station hospitals.*® 

Col. Perrin H. Long, MC, medical consultant in the North African theater, 
also used this method, reviewing the qualifications of Medical Corps officers as 
soon as possible after the hospitals had reached the theater.“* By the latter 
part of 1944, the consultants appear to have classified all of the medical officers 
in the theater. 

Even in those theaters where classification activities were most advanced, 
however, they were marked by failure at least to use classification forms and 
job categories established by the Zone of Interior. Furthermore, in the case 
of individuals having more than one specialty, local conditions dictated which 
of these specialties was to be regarded as primary and which secondary. The 
Zone of Interior, for example, considered it important to classify a cardiologist 
primarily as such and secondarily as an internist whereas in the European thea- 
ter the opposite was true. Similarly, an obstetrician and gynecologist was 
classified primarily as a general surgeon in the theater, but at home, his sub- 
specialties were given first place. In each case, the practice was based on the 
principle of giving a man a classification in skills that the Army most needed. 
but the necessities of the Zone of Interior, with its comparatively large numbers 
of older troops, female personnel, and dependents entitled to Army medical 


“1 Annual Report, Professional Services Division, Office of the Chief Surgeon, European Theater 
of Operations, U.S. Army, 1943. 

# Annual Report, Professional Services Division, Office of the Chief Surgeon, European Theater of 
Operations, U.S. Army, 1944. 

8 Annual Report, Personnel Division, Office of the Chief Surgeon, European Theater of Operations, 
U.S. Army, 1943. 

44 (1) Annual Report, Professional Services Division, Office of the Chief Surgeon, European Theater 
of Operations, U.S. Army, 1942. (2) See footnote 43. 

“© Middleton, W. S.: Medicine in the European Theater of Operations. Ann. Int. Med. 26: 191-200. 
February 1947. 

© Long, Perrin H.: History of the Medical Consultant in the North African and Mediterranean 
Theaters of Operation. [Official record.] 
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care, were different from those of the oversea theaters with their preponder- 
ance of young combat men.* 


Efforts Toward Uniformity in Theaters of Operations 


The European and Mediterranean theaters 


On 13 May 1944, the final plans for demobilization and redeployment were 
approved by the Deputy Chief of Staff, based on the 1 October date for the 
defeat of Germany. While the plans for redeployment of Medical Depart- 
ment strength were being developed, the necessity for establishing uniformity 
among the classification systems of the Zone of Interior and theaters became 
apparent. To accomplish this Lt. Col. Gerald H. Teasley, MC, of the Per- 
sonnel Service, Office of The Surgeon General, and others from the Surgeon 
General’s Office were sent to the European and Mediterranean theaters to ob- 
serve the systems in operation. 

As a result of this visit, War Department Circular No. 460 was issued on 
5 December 1944, requiring classification of Medical Corps officers in accord- 
ance with established procedures. This circular was designed primarily to 
promote uniformity in classification procedures for all Medical Department 
officers. 

The circular further directed that the commanding generals of oversea 
theaters and oversea commands were to be given final responsibility for ac- 
curate up-to-date classification of all medical officers over whom they had 
assignment jurisdiction and were not to delegate this responsibility to field 
agencies or lower headquarters. In reviewing classifications, each command- 
ing general, furthermore, was directed to utilize the advice of his surgeon 
and the professional consultants. Finally, by 31 March 1945, each pertinent 
headquarters was required to furnish each Medical Corps officer over whom it 
had assignment jurisdiction a copy of W.D., A.G.O. Form 178-2 with a pub- 
lication date of 1 August 1943 or later. By this same date, the first annual 
review of the classification of each Medical Corps officer was scheduled for 
completion. 

As a result of War Department Circular No. 460, many officers received 
for the first time a War Department, or standard classification, number as 
opposed to theater classification.** And for the first time in the European 
Theater of Operations, Medical Corps personnel came under the central clas- 
sification activities of the theater.* 


47 (1) Memorandum, Lt. Col. J. C. Rucker, MC, for Lt. Col. G. H. Teasley, MC, 1 Nov. 1944, 
subject : Personnel Records in the European Theater of Operations. (2) Memorandum, Lt. Col. G. H. 
Teasley, MC, for The Surgeon General, 29 Nov. 1944, subject : Report of Trip to Mediterranean Theater 
of Operations. (3) Letters, Robert Evans, M.D., to Col. C. H. Goddard, MC, Office of The Surgeon 
General, 8 Dec. 1952 and 14 Apr. 1953. 

48 Letter, Col. Perrin H. Long, MC, to Col. C. H. Goddard, MC, Office of The Surgeon General, 29 
July 1952. 

49 Annual Report, Personnel Division, Office of the Chief Surgeon, European Theater of Operations, 
U.S. Army, 1944. 
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Difficulties were eventually encountered in carrying out the provisions of 
the circular. The supply of forms was short; in the spring of 1945, units 
were moving so rapidly and so freely from one command to another that it 
was difficult to ascertain which ones had reported; and finally, the “human 
factor” entered the picture—to many individuals and unit commanders, this 
was “just another form.” As a result, a fairly complete classification was 
not accomplished until June 1945.°° 


The Pacific and China-India-Burma theaters 


The Pacific theaters and the China-Burma-India theater do not appear 
to have placed any early emphasis on the classification problem. No indi- 
vidual systems were initiated, as in the European and North African- 
Mediterranean theaters. In 1944, in the Central and South Pacific, medical 
officers were classified in accordance with the system established by the Sur- 
geon General’s Office.** 

In the Southwest Pacific Area, however, nothing was accomplished until 
Maj. Robert W. W. Evans, MC, Chief of the Classification Branch of the 
Military Personnel Division in the Surgeon General’s Office was transferred 
to the Southwest Pacific at the request of Brig. Gen. Guy B. Denit, Chief 
Surgeon. Following the consolidation of commands in the Pacific, Major 
Evans became, in the latter part of July 1945, head of the Personnel Division 
of the Chief Surgeon’s Office in the Pacific theater.® 

The increased availability of consultants also facilitated the work of 
classification and reevaluation both in the Pacific and in India-Burma. In 
the latter theater, the source of classification data had been information ob- 
tained in the Zone of Interior in the early part of the war, and such classi- 
fication as had been performed in the theater had been accomplished by a 
nonmedical officer.®® 


ENLISTED PERSONNEL, 1939-45 


The same reservation must be made when discussing the placement of 
enlisted personnel as when discussing that of officers—a man assigned to a 
job that did not call for his best talents cannot be said to have been misas- 
signed if the overriding needs of the Army required him to be used where 
he was. With that exception, proper placement will be considered here as 
one that fitted the job to the man. 


50 Administrative and Logistical History of the Medical Service, Communications Zone—European 
Theater of Operations, 1945. Ch. X. [Official record. ] 

51 (1) Whitehill, Buell: Administrative History of Medical Activities in the Middle Pacific (1946). 
[Official record.] (2) Annual Report, Surgeon, Central Pacific Base Command, 1944. (3) Letter, 
Verne R. Mason, M.D., to Col. C. H. Goddard, MC, Office of The Surgeon General, 18 Dec. 1952. 

52 Annual Report, General Headquarters, U.S. Army Forces, Pacific, 1945. 

53 (1) Letter, Col. Herrman L. Blumgart, MC, to Col. C. H. Goddard, MC, Office of The Surgeon 
General, 7 Aug. 1952. (2) Letter, Hugh J. Morgan, M.D., to Col. C. H. Goddard, MC, Office of The 
Surgeon General, 7 Aug. 1952. (3) Graham, Stephens: History of Professional Surgical Experience 
in the India-Burma Theater in World War II (1945). [Official record. ] 
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It was not nearly so important, for the most part, to fit the job to the 
man in the case of enlisted personnel as it was in the case of officers. With 
few exceptions, jobs for enlisted men in the Medical Department called for 
a much shorter period of technical training than did most jobs for officers. 
If necessary, therefore, the Medical Department could train its own enlisted 
technicians after they entered the service. A great deal of such training 
was done, although there were complaints that the quality of the material 
was not always adequate—that too many men of limited physical endurance 
or mental ability were assigned to the Medical Department. Nevertheless, 
in order to economize on the training effort, it was desirable to place men 
in jobs for which they were already qualified and to keep them there until 
they could be used more effectively elsewhere. 

The first essential was to see that enlisted men who were qualified for 
distinctly medical work got into the Medical Department—and stayed there— 
instead of being placed in some other branch of the Army, but only a com- 
paratively small number were earmarked for medical work upon induction 
into the Army. In the vast majority of cases, enlisted men went, after in- 
duction, to the reception centers of the Army as draftees without any previous 
arrangement as to where they would be used and were only then assigned 
to some particular branch of the service. The Medical Department received 
its enlisted personnel mainly in this fashion or by transfer from some other 
branch of the Army. 


Classification Guides 


As early as September 1940, the reception centers and other assigning 
authorities had a better guide for classifying and therefore assigning enlisted 
men than for officers. An Army regulation issued at that time contained 
a list of occupational specialties required in the Army and a list of the spec- 
ifications for those occupations. This regulation included a serial number 
to identify each specialty. A three-digit number designated each job. Thus, 
for example, under the heading “medical technician” appeared the specifica- 
tion serial number “123” under which were listed duties in military service, 
qualifications, and civilian occupations in which medical technicians would 
be found. Male nurses and medical students were placed in the same 
category.** Later on, the job descriptions were refined, and some of the spec- 
ification serial numbers were changed. In July 1944, the War Department 
replaced its existing guide with War Department Technical Manuals 12-426, 
“Civilian Occupational Classification of Enlisted Personnel,” and 12-427, 
“Military Occupational Classification of Enlisted Personnel.” 

Such a guide, though useful, did not insure that all enlisted men would 
be either properly classified or assigned. In January 1942, The Adjutant 
General, after making a general statement on the need to utilize the abilities of 


%¢ Army Regulations No. 615-26, 3 Sept. 1940, subject: Enlisted Men: Index and Specifications 
for Occupational Specialists and Index to Military Occupational Specialists. (This list was super- 
seded in December 1941, and still another appeared in September 1942.) 
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enlisted men to full capacity, listed several skills that must be carefully con- 
served. This list, antedating the list of scarce-category specialists published 
later in the war, included the following Medical Department enlisted special- 
ties: Dental hygienist, dental laboratory technician, medical technician, sur- 
gical technician, optician, orthopedic mechanic, pharmacist, sanitary technician, 
veterinary surgical technician, and X-ray technician. The Adjutant General 
designated the specialties on this list in which the shortage could be overcome in 
part by Army training.*® 

Proper classification was necessary, as set forth in Army Regulations No. 
615-25, 3 September 1940, in order that— 

a. All units and installations obtain a proportionate share of the abilities possessed by 
personnel coming directly from civil life. 

b. Combat units obtain priority in the assignment of personnel possessing military 
training and qualities of leadership. 


ec. Men with occupational skills are assigned to units or installations requiring those 
skills in the proportion and to the extent available, avoiding wastage. 


The System in Operation 


The system was designed to work as follows: Recruits were to be classified 
at the reception centers. Classification was always to be in terms of what the 
individual could do best for the Army. On the basis of his score on the Army 
General Classification Test and an interview with a classifier, each recruit was 
to be assigned to the training center of the arm or service which could best uti- 
lize his education and experience. 


Difficulties encountered 


The immediate needs of the Army took precedence, of course, over this 
planned method of classifying and assigning. Moreover, the system did not 
always operate according to plan. Improper classification and assignment 
often occurred in the emergency and early war periods, owing in part to a lack 
of trained classifiers and to the fact that numbers of individuals were assigned 
to branches merely so that quotas could be met. 

Another difficulty was that recruits spent an average of only 72 hours at 
reception centers, a limit imposed by the lack of housing and the rapidity of 
mobilization. This was not always enough time to determine where a man 
could be most properly assigned. It also meant that centers could not retain 
a man until a requisition for his specialty arrived. Particular centers might 
not have requisitions for a given specialty for several weeks, although the 
centers were meanwhile receiving men with the required qualifications. As 
the war progressed, procedures were improved, more experienced classification 
personnel were available, and more efficient placement ensued. 


55 Letter, The Adjutant General, to Commanding General, each Army Corps; Chiefs of Arms 
and Services, 29 Jan. 1942, subject: Reclassification and Reassignment of Enlisted Personnel. 
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Continual reevaluations 


Whether or not the reception centers did their work efficiently, men would 
in many cases have to be reclassified and in most cases reassigned after they left 
the centers. The reason, of course, was that some acquired specialized skills 
through Army training which entitled them to a new classification, and that 
most had to be moved about from post to post if not from job to job as the ex- 
igencies of the service demanded. In fact, The Adjutant General declared that 
classification procedure must be carried out during an enlisted man’s entire 
Army career, and in January 1942, all commanders were directed to survey the 
classification cards of their enlisted men at least every 6 months for the pur- 
pose of improving their placement; commanders were to report any surplus of 
men whose skills they could not use “to the utmost.” °° 


56 See footnote 55, p. 286. 
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CHAPTER X 


Utilization of Personnel 


ASSIGNMENT OF MEDICAL DEPARTMENT PERSONNEL 


The accuracy of classification in large measure determined the adequacy 
of assignment, which was in turn the key to maximum utilization of the tre- 
mendous reservoir of skills and experience that made up the Army Medical 
Department in wartime. Only because the classification of both officers and 
enlisted men—but particularly that of medical officers, including proficiency 
ratings—was by and large an outstanding accomplishment, was it possible to 
place a very high percentage where each individual’s greatest potential could 
be realized. 

The Surgeon General actually had assignment jurisdiction over only that 
small percentage of Reserve officers who belonged to the Army and Service As- 
signment Group. During the emergency period and until the creation of the 
Services of Supply in 1942, he assigned officers to all named general hospitals 
(of which there were 15 by the end of 1941, 10 of them having been established 
since the beginning of the emergency), medical supply depots, and the Medical 
Field Service School. Most Reserve officers, however, were in the Corps Area 
Assignment Group, under the assignment authority of the commanding gen- 
erals of the corps area, who acted on the advice of their staff surgeons. This 
division of authority did not ordinarily prevent a proper distribution of as- 
signments. The Surgeon General could communicate with the corps area sur- 
geon through the latter’s commander and tell him what types of personnel could 
be made available to him. If the corps area had vacancies for such personnel, 
the surgeon could then take steps to obtain them from outside the corps area. 


The Problem of Proper Assignment, 1939-41 


An officer’s assignment was not always, or entirely, based on his classifica- 
tion, nor was he always kept fully occupied in the position for which he was 
best fitted. This gave rise to complaints of misassignment. 

Letters from officers, and from civilians as well, told not only of the misuse 
of skills—they told, too, of the waste of physicians’ time in idleness. Medical 
associations showed their concern by forwarding copies of these letters to the 
Surgeon General’s Office.t_ That Office’s reply to such criticisms was that there 

1(1) Letter, Mrs. Margaret Black Warres, Harrington, Del., to Brig. Gen. Frederick Osborn, 
USA, Washington, D.C., 26 Nov. 1941. (2) Letter, Thomas A. Hendricks, Executive Secretary, 


Indiana State Medical Association, Indianapolis, Ind., to Olin West, M.D., Secretary, American 
Medical Association (and others), 12 Feb. 1941, with enclosure thereto. 
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would be small demand for some specialties during the training program; the 
soldiers were of an age at which very little surgery, for example, was necessary. 
The picture, however, would change entirely if we became engaged in war.’ 

There was little the Medical Department could do to keep many of these 
specialists constantly engaged in their own fields. A higher proportion of 
certain types of specialists existed in civilian life than the Army required 
(obstetricians, for example) ; consequently, some specialists had to perform 
duties outside their specialty. Attempts were made to assign them so that they 
could do some work in their special field, and they were assigned to hospitals 
whenever possible. For a time, the position of specialists within the National 
Guard was particularly hard. They were inducted with the regimental medical 
detachments of which they were members and restrictions on their reassign- 
ment prevented their transfer, even if outstanding specialists, from these units 
into hospitals giving the type of treatment where full use of their professional 
skill could be made. This restriction was not removed until September 1941.5 

The problem of proper assignment was further complicated by the neces- 
sity of finding a place for certain officers of the Reserve and the National 
Guard who had been promoted to a rank higher than their professional capa- 
bilities. Finally, the shortage of medical administrative officers until well after 
Pearl Harbor compelled the employment of doctors, dentists, and veterinarians 
in administrative duties to a greater extent than was the case later on. How- 
ever, the professional groups in the Army, as in civilian life, could at no time 
completely escape certain administrative functions. 

Sometimes the cause of inappropriate utilization lay with the Medical 
Department, sometimes it was outside its control. Especially in the days of 
building camps, recruiting personnel, and obtaining equipment, the matching 
of need with supply was an intricate and at times impossible task. No doubt, 
the Medical Department sometimes erred on the side of safety. If, for example, 
medical officers arrived at a camp before other men and equipment, it was 
probably because the Department judged it better to have physicians present 
beforehand than to risk being without them when men needed treatment. 

To prevent medical officers serving in field units from losing their skill, a 
plan of rotation was promulgated in February 1941; it provided that after an 
officer had spent 6 months in a fixed installation he could take a refresher 
course and be assigned to a tactical unit, or vice versa.t The plan affected few 
officers, however. It was voluntary, and although the Office of The Surgeon 
General was swamped with requests for transfers from field units to fixed 
installations, almost no one requested transfer in the opposite direction; hence, 
the system proved unworkable. 


2 Letter, Col. George F. Lull, Office of The Surgeon General, to Dr. Edwin F. Lehman, Department 
of Surgery, University of Virginia, Charlottesville, Va., 25 Nov. 1941. 

3 Letter, The Adjutant General, to Commanding Generals of all Armies, Army Corps, Divisions, 
(and others), 19 Sept. 1941, subject: Transfer and Reassignments—Officers of National Guard of 
United States. 

*Letter, The Adjutant General, to Commanding Generals, all Armies and Corps Areas, 4 Feb. 
1941, subject: Rotation of National Guard and Reserve Medical Department Officers. 
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Misassignment 


Officers 


Some of the same factors that hindered proper classification—rapid 
procurement during the summer of 1942, insufficient information concerning 
the professional qualifications of the doctors procured, and lack of experience 
with the established procedure—doubtless interfered with proper assignment ; 
that is, the placement of officers in jobs that called for their best talents and 
that they were physically qualified to fill. In the fall of 1942, the Committee 
to Study the Medical Department as one of its “major findings” stated that it 
had heard numerous complaints of misassignment of professional personnel 
by the Medical Department, involving for one thing “the assignment of doctors, 
either part or full time, to clerical or other administrative duties.” Under 
established practice, however, most of these duties were the direct responsibility 
of Army medical officers. 

Although the committee heard complaints about “the assignment of spe- 
cialists to the practice of general medicine or of other specialties not their 
own,” the specialty boards themselves were on the whole well pleased and were 
of great assistance to the Personnel Service. The Chief of The Surgeon Gen- 
eral’s Personnel Service received conclusive evidence of this in replies to queries 
he had directed to them late in 1942—the great majority of officials replying for 
the boards expressed satisfaction with the classification and assignment per- 
formed by the Surgeon General’s Office.® Spokesmen for the Army neuro- 
psychiatrists asserted that, in spite of constant effort to keep neuropsychiatrists 
in jobs devoted to their specialty, the younger graduates were often assigned 
as general practitioners to ground force units or organizations alerted for 
oversea movement. The critics attributed this to The Surgeon General’s lack of 
power to reassign medical personnel within certain commands, which made it 
impossible for him to compel proper use of these specialists. They compared 
the Surgeon General’s Office to a fire department that procured and pumped 
water through a hose but was denied the right to direct the nozzle at the fire.® 

It is true that The Surgeon General lacked authority for some time to 
order the reassignment of personnel within any service command, the Air 
Forces, the Ground Forces, or the oversea theaters. So far as reassignment 
within the service commands was concerned, however, the trouble was perhaps 
not entirely the want of authority on the part of the Surgeon General’s Office 
but to some extent the situation within the service commands themselves, where 
the working of the assignment system seems to have been hampered by lack of 
personnel with training adequate to perform the task most efficiently.’ 


5 Letters, American Specialty Boards, to Col. George F. Lull, Chief, Personnel Service, Office of 
The Surgeon General, September—October 1942. 

6 Farrell, Malcolm J., and Berlien, Ivan C.: Neuropsychiatry, Personnel. [Official record.] 

7 Letter, Robert W. W. Evans, M.D., to Col. C. H. Goddard, Office of The Surgeon General, 8 Dec. 
1952, with enclosure thereto. (Dr. Evans was assigned to the Classification Branch, Military Person- 
nel Division, Office of The Surgeon General, from 1942 to 1945, and served as its chief during the later 
war years.) 
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In spite of certain drawbacks, it is possible that the decentralization of 
the power to assign officers was the best system during the early war years. At 
that time, The Surgeon General was so largely occupied with adapting his 
Department to meet the demands of a two-front war and with procuring officers 
that he no doubt needed the assistance of others in making assignments. In the 
later war years, however, when he had improved classification procedures and 
acquired more thoroughgoing statistical information on the distribution of 
Medical Department officers, he certainly knew more about the relative needs 
for them, both as between the theaters of operations and the United States and 
within the United States itself. As this became increasingly apparent to War 
Department authorities in the higher echelons, he regained more control of the 
personnel of the Medical Department. 

Some of the causes of misassignment that had raised difficulties during 
the period 1939-41 still operated during the war. Among those which became 
more obvious as time went on was one stemming from the Army’s system of 
promotion. Men who had entered the service before or in the early part of the 
war had filled the higher ranking posts in many units and installations. Those 
who joined later were therefore sometimes placed in subordinate positions re- 
gardless of professional ability. 

There were plenty of reasons why misassignments should occur, but some 
of the complaints on that score were unjustified. Apparently, some doctors 
not only believed they would practice medicine in the Army in much the same 
manner as they had in civilian life but understood little of the need for any 
time spent in training. When they were assigned first for training and later 
to a job that did not duplicate their civilian practice, many objected that the 
Army was wasting their professional skills. Others raised the same objection 
simply because they overrated their own capacity. 

An assignment feature was the use of officer replacement pools, estab- 
lished by the Army just after the outbreak of war. The existence of pools 
facilitated the task of meeting promptly the need for officers; they contained 
unassigned personnel who could be withdrawn for assignment to other units or 
installations as the occasion demanded. Many newly commissioned officers 
were sent to pools pending their initial assignments. As a matter of conven- 
lence, unassigned officers not available for jobs—for example, persons awaiting 
discharge or sick in hospital—might also be placed in the pools. Medical 
Department officer pools were located at replacement training centers, certain 
general hospitals, and—for the Veterinary Corps—at Quartermaster depots and 
ports of embarkation. When pools were first created, the Medical Department 
was allotted a maximum strength of 1,500 for them. This figure was changed 
from time to time as conditions required. 


S Letter, The Adjutant General, to Chief of each Ground Arm and Service (and others), 19 Dee. 
1941, subject : Officer Filler and Loss Replacements for Ground Arms and Services. 
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Enlisted men 


Errors also occurred in the assignment of enlisted men. For example, men 
sent to technicians schools to receive specialized training sometimes received 
assignments on which such training was unnecessary. In August 1942, The 
Surgeon General asserted that this mistake was being made in numerous in- 
stances, due, he believed, partly to the errors of medical units in making requisi- 
tions on The Adjutant General and partly to the errors of The Adjutant Gen- 
eral in filling them. Although he himself lacked personnel who understood 
the situation, The Adjutant General nevertheless failed to follow the recom- 
mendations of The Surgeon General, who had allocated certain numbers of 
technicians to these units. The Adjutant General had even assigned some 
graduates to Zone of Interior installations that possessed technicians schools as 
their own sources of supply. According to The Surgeon General, 56 percent 
of the technicians graduating in July 1942 had been assigned to units and 
installations other than those he recommended. He therefore proposed that 
Zone of Interior hospitals receive personnel direct from reception centers, that 
commanders of theater of operations units submit requisitions for Medical 
Department technicians in the numbers authorized by their tables of organiza- 
tion (that is, only for those shown as “rated” in the tables), that the Adjutant 
General’s Office follow the recommendations of The Surgeon General in allot- 
ting technicians, and that a Medical Department officer be assigned to the 
Replacement Section of the Adjutant General’s Office “who has a knowledge 
of permissible substitutions in technical specialties and who will maintain close 
liaison with the Office of The Surgeon General in the disposition of trained 
technicians.” The response was generally favorable. Headquarters, Services 
of Supply, believed it unnecessary to assign a Medical Department officer to 
full-time duty with the Adjutant General’s Office but suggested that a repre- 
sentative of The Surgeon General be designated to assist The Adjutant General 
“when occasion demands.” That headquarters also instructed the Adjutant 
General’s Office to follow The Surgeon General’s recommendations as to the 
disposition of technically trained personnel “so far as possible subject to the 
priorities imposed by higher authority.” It approved the remainder of The 
Surgeon General’s recommendations and ordered directives to be issued putting 
them into effect.° 

These measures did not settle the question of misassigned personnel, if 
only because they covered something less than the whole field. Various ef- 
forts were made to cope with the problem, including the occasional reclassifi- 
cation and reassignment of individual enlisted men.’° 


9(1) Memorandum, The Surgeon General, for Director of Training, Services of Supply, 28 Aug. 
1942, subject: Dissipation of Trained Enlisted Personnel. (2) Memorandum, Director, Military 
Personnel, Services of Supply, for The Surgeon General, 14 Sept. 1942, subject: Request for Filler 
and Loss Replacements. 

10 Memorandum, The Surgeon General, for The Adjutant General, 14 Dec. 1942, subject: 
Reclassifications of Enlisted Men. 
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It would be difficult to estimate the precise extent of misassignment so far 
as Medical Department enlisted personnel were concerned, for one reason be- 
cause proper assignment was a matter of degree and circumstances. An en- 
listed man was in a sense properly assigned to the Medical Department if his 
civilian experience or his training in the Army made him useful there, and his 
removal from the Department would constitute a misassignment. On the 
other hand, even if he remained in the Medical Department, he might be im- 
properly assigned, either because he was actually needed more somewhere else 
or because the Department was not making the best possible use of his abilities. 

The problem of transfers of qualified personnel was a serious one to the 
Medical Department. For example, in September 1943, The Surgeon Gen- 
eral’s Personnel Director cited the cases of 18 noncommissioned officers who 
had been transferred to other branches after 3 to 25 years of service with the 
Medical Department. The Surgeon General’s Office, he said, heard of only a 
small percentage of such transfers. Taken together they meant that “a serious 
situation has arisen * * *, Jt seems uneconomical and foolish to train men for 
certain duties and then transfer them to other branches where they know 
nothing of the technical work and have to be retrained. To replace them, we 
have to train new men.” ** He pointed out that the transfers were made by 
the service commands, and it was their interposition which The Surgeon Gen- 
eral’s Personnel Office at the end of the war singled out as being responsible 
for transfers of this kind as well as for other personnel practices to which it 
objected. That office stated in September 1945: 


Distribution of enlisted personnel to installations was satisfactory until branch al- 
lotments [that is, bulk authorizations of certain numbers of enlisted men according to 
their branch of service] were discontinued during the summer of 1943, and authority was 
delegated to local commanders to make suballotments and assign personnel according to 
their own policies * * *, Operating policies were never uniform throughout the commands 
at such a low level, and the pride, loyalty, and efficiency of medical enlisted men serving 
under these conditions was greatly impaired. Perhaps the most demoralizing act was the 
transfer of many high ranking noncommissioned officers of long training to other branches 
and the transfer of noncommissioned officers of other branches into the Medical Depart- 
ment. Competent though these men undoubtedly were in their previous assignments, 
they were so inept, untrained and unskilled in the duties encountered in the Medical De- 
partment that some were reduced.” 


In the middle of 1943, at any rate, the Director of Military Personnel, 
Army Service Forces, felt that the assignment of medical technicians was 
satisfactory. His office had investigated the “alleged misassignment” of 
technically trained personnel, particularly medical, and found itself in agree- 
ment with the Commanding General, Army Ground Forces, who had stated 


4 Letter, The Surgeon General, to Director, Military Personnel, Army Service Forces, 13 Sept. 
1948, subject: Transfer of Medical Department Enlisted Men to Other Branches. 

Report, Military Personnel Division, Office of The Surgeon General, to Historical Division, sum- 
mer 1945, subject: Medical Department Personnel. (The statement goes on to say that the Surgeon 
General’s Office made a vigorous effort to recover the men so transferred and that the situation had 
improved “during the last eighteen weeks [that is, at the very end of the war] but only a return to 
the branch allotment system will fully correct the situation.’ ) 
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that every effort was being made to prevent misassignments, and that when 
they did occur it was generally because of temporary surpluses of technicians, 
who were appropriately assigned later. This condition, the Director added, 
existed ‘in the Services as well as in the Ground Troops.” * 

The problem of proper assignment was involved with that of the procure- 
ment and retention of personnel. The number of men with medical back- 
grounds who were assigned by the reception centers to the Medical Department 
or who were reassigned to it by other branches of the service constituted an 
important part of the Department’s procurement. Regulations against the 
reassignment of Medical Department personnel to other branches or to jobs 
outside the United States might have helped to reduce the amount of procure- 
ment that had to be done for the Department, at least in the Zone of Interior. 
From the early part of 1944 onward, the increased effort to channel critically 
needed medical technicians into the Medical Department both from the recep- 
tion centers and from nonmedical branches of the Army probably helped to 
reduce misassignment not only in the Medical Department but elsewhere. 


Assignment Problems in the War Years 


Toward the end of 1943, Army Service Forces headquarters, prompted 
by a report submitted by The Inspector General “and other reports,” ordered a 
survey of the classification and assignment of all military personnel in its com- 
mand. ‘Two examples of the findings with regard to Medical Department 
officers appear in the surveys conducted at the Army Medical Center, Washing- 
ton, D.C., and in the Fourth Service Command. These surveys give some idea 
of how suitably officers were assigned and perhaps also how appropriately they 
were classified in the Medical Department as a whole up to this time. At the 
Army Medical Center, the survey of 427 officers showed that 366 (or 85.7 per- 
cent) had good assignments, 44 (10.3 percent) had fair assignments, and 17 
(4 percent) had misassignments. The report on this installation pointed out 
that there were three kinds of misassignments: (1) An officer might have sub- 
stantially more skill and experience or substantially more rank than was 
required for his assignment; (2) he might have substantially less skill and 
experience than were required for his assignment; or (3) he might he assigned 
to the wrong occupational field when his skill was needed elsewhere.** In the 
Fourth Service Command, a preliminary report covering somewhat more than 
half the Medical Department officers showed that about 86 percent had good 
assignments, over 13 percent fair assignments, and less than 1 percent misas- 
signments. The surgeon of the command stated that it was difficult to transfer 


Memorandum, Director, Military Personnel Division, Army Service Forces, to Director of 
Military Training, Army Service Forces, 15 July 1943, subject: Transfer of Medical Department 
Enlisted Men. 

4 Letter, Maj. Fred J. Fielding, Office of The Surgeon General, to Army Medical Center, 13 Jan. 
1944, subject : Officer Assignment Survey. 
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men discovered to have fair assignments or misassignments as no replacements 
were available.” 
The Surgeon General’s Office and the various service command headquar- 


ters of Army Service Forces placed considerable reliance on their professional 
consultants for assistance in assignment. Consultants in the Surgeon General’s 


Office advised personnel officers there on the staffing of units, and in August 
1944, this function became mandatory when The Surgeon General ordered that 
“assignments of key personnel will be made only with the concurrence of the 
appropriate service or division particularly concerned with, or possessing spe- 
cial knowledge as to the qualifications of the officers and the requirements of the 
specialty assignments.” 1* While the order did not specifically mention con- 
sultants, the “appropriate service or division” would be, in many cases, one of 
the sections of the office headed by the consultant (or his equivalent) in a pro- 
fessional branch of medicine. At that time, those sections were the Medical 
Consultants Division, the Surgical Consultants Division, the Neuropsychiatry 
Consultants Division, the Reconditioning Consultants Division, the Preventive 
Medicine Service, the Dental Division, the Veterinary Division, and the Nursing 
Division. 

In the later war years, it continued to be more difficult to assign than 
to classify doctors according to their capabilities, if only because the needs of 
the Army did not always match the material it had at its disposal. An example 
of doctors assigned outside their specialty for unavoidable reasons was the case 
of gynecologists and obstetricians. In November 1943, “considerably less than 
half” the 650 Army doctors so classified were engaged in that type of 
work. Those who were employed in their specialties attended female members 
of the Medical Department and the dependents of Army personnel. The use 
of a larger percentage in their specialty had to await the entrance of large 
numbers of Women’s Army Corps members into the Army. Even in assign- 
ments requiring their professional skill, Army doctors were not able to devote 
all their time to their specialty. Administrative duties took a higher propor- 
tion of their time than it had done in civilian practice. In addition, some 
doctors found the Army system of evacuation unsatisfactory because it 
required passing many patients through a number of medical units before 
definitive treatment was given, and thus prevented the individual physician 
from following certain cases through to the end. 

There were cases of assignment which not only did not take qualifications 
fully into account but which can hardly be excused on the score of Army ne- 
cessity—as, for example, that of the war surgeon who was classified as a neuro- 
surgeon although he had done nothing of the sort in his life.1? Despite 
continuing vigilance on the part of The Surgeon General, there were instances 
of misassignment as long as the war lasted. These were sometimes brought 


15 Annual Report, Surgeon, Fourth Service Command, 1943. 

16 Office Order No. 175, Office of The Surgeon General, U.S. Army, 25 Aug. 1944. 

17 Memorandum, Director, Resources Analysis Division, Office of The Surgeon General, for Chief, 
Overations Service, Office of The Surgeon General, 10 June 1945, subject: Visit to England General 
Hospital. 
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to light through the complaints of doctors or members of their families ad- 
dressed to the American Medical Association or to the White House. Whenever 
The Surgeon General learned of an actual case of misassignment he endeavored 
to rectify it. This, of course, was more difficult during the early years of the 
war prior to establishment of firm classification criteria and when his authority 
in connection with assignment and reassignment of Medical Corps officers in 
the United States was considerably curtailed. 

There is ample testimony that the assignment of doctors who were spe- 
cialists was on the whole well done. In April 1945, the surgical consultant in 
the Surgeon General’s Office reported that, of 922 surgical specialists certified 
by specialty boards or having equivalent qualifications who were serving in 
Army installations in this country, 96 percent (or 885) were doing surgery in 
their own specialty. The other 4 percent (or 37) who were not doing surgery, 
he reported, were serving as consultants either in the Surgeon General’s Office 
or in the nine service commands.” Referring to surgical personnel, the Chief 
of the General Surgical Branch of the Surgical Consultant’s Division, Office of 
The Surgeon General, wrote: “The competent performance of the surgical per- 
sonnel who participated in World War II undoubtedly had more to do with the 
surgical results achieved than any other single factor. That performance was 
made possible, in turn, by the increased availability of such personnel, in com- 
parison with World War I, and by proper assignment.” 7° Likewise, the con- 
sultant in neuropsychiatry estimated that at the end of the war only 3 percent 
of the specialists in his field were misassigned.”* 

When in 1946 the Procurement and Assignment Service was summing up 
its wartime experience with the organization and administration of the medical 
branches of the Armed Forces, it wrote as follows: 

In spite of many difficulties the Office of The Surgeon General has accomplished a 
notable feat in the general assignment of medical personnel to work for which they have 
been especially trained. Much credit is deserved for overcoming an attitude formerly 
prevalent, “that any medical officer was a medical officer and could do anything equally 


well.” The great improvement in results of medical care in this war is due more to the 
effective use of highly trained men than to any other single factor.?? 


THE REPLACEMENT SYSTEM 


Vacancies overseas could be filled by direct transfer of personnel from 
other units, which in turn created vacancies in those units; from table-of-organi- 
zation units having an overstrength; and from the Zone of Interior. The 
replacement system functioned with regard to enlisted men in the same man- 


48 Letter, Maj. Gen. George F. Lull, Deputy Surgeon General, to Dr. Morris Fishbein, Secretary, 
American Medical Association, 5 Nov. 1944. 

7? Rankin, F. W.: The Mission of Surgical Specialists in the U.S. Army. Surg. Gynec. & Obst. 80: 
441-444, April 1945. 

20 DeBakey, M. E.: Military Surgery in World War II; Backward Glance and Forward Look. 
New England J. Med. 236: 341-350, 6 Mar, 1947. 

21 Information from Brig. Gen. William C. Menninger, Office of The Surgeon General, 11 June 1946. 

= Memorandum, Dr. Frank H. Lahey, Chairman, Directing Board, Procurement and Assignment 
Service, for Watson B. Miller, Administrator, Federal Security Agency, 26 June 1946. 
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ner as it did for officer personnel—the theater commander was responsible for 
requisitioning the necessary replacements and the War Department for filling 
the requisitions as best it could. Medical Department authorities in the various 
theaters had the responsibility for finding suitable positions for such replace- 
ments or casuals as were allocated to them; for correcting any errors in assign- 
ment made initially by the responsible authorities in the Zone of Interior; and 
for transferring personnel, even when satisfactorily located, to assignments 
in which they could be of greatest service.?* 


Sources of Oversea Replacements 


Replacement personnel for the Medical Department came from three main 
sources: (1) Personnel released from hospitals; (2) personnel made available 
by administrative actions; and (3) casuals from the Zone of Interior. 


Personnel released from hospitals 


Probably, the chief source of replacement personnel for the Medical De- 
partment consisted of individuals who had been hospitalized and dropped from 
assignment to their former units. In the European theater, 46 percent of the 
officers of the Medical Department entering the Ground Forces Reinforcement 
Command during the period of ground combat came from detachments of pa- 
tients in hospitals. This was higher than the corresponding percentage of all 
officers, that is, 38. It was also higher than that of Medical Department en- 
listed men, that is, 44, which, in turn, exceeded the percentage of all enlisted 
personnel by three points (table 24). 

In the case of both enlisted men and officers, the percentage of men from 
detachments of patients who returned to their old units was greater in the 
Army as a whole than it was in the Medical Department. For Medical De- 
partment enlisted men, the percentage was 53, while that of the Army in general 
was 60. Corresponding percentages for officers were, respectively, 51 and 63. 

Among the replacements supplied to the Medical Department by the 
Ground Forces Reinforcement Command in the European theater, a smaller 
proportion of the officers than of the enlisted men appear to have been limited 
assignment personnel. The proportion of such officers seems to have been 
larger than that which the Command provided the Army as a whole. 

Because of the lengthy professional education required for medical, dental, 
and veterinary officers, it is probable that very few officers, other than Medical 
Administrative Corps officers, whether suited for limited assignment or other- 
wise, were transferred to the Medical Department from any source outside itself. 


23 (1) War Department Field Manual, 100-10, Field Service Regulations, 9 Dec. 1940 and 15 Novy. 
1943. (2) Annual Report, Surgeon, North African Theater of Operations, U.S. Army, 1948. 
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TABLE 24.—Movement of Medical Department personnel in and out of Ground Forces Reinforce- 
ment Command, European Theater of Operations, D-day to V-E Day 
(6 June 1944-8 May 1945) 


Groups 


Oe hand, G6 June 1944. __._.___...... 
Arrivals: 


Percent of total arrivals________ 
From theater sources: 
Detachments of patients: ! 


OCS graduates: 2 
IN (ad00| 902) seinen alle ot ke eR aD 
Percent of total arrivals______ 
Other sources: 


Shrinkage:3 
RUE ea ye J mete reid le! Oy lies 
Percent of total output___________- 
Shipped for service in theater: 


Percent of total output__..._._.__- 
Returnees to units: 


Percent of total shipped_________-__- 
White: 

General assignment___________- 

_ Limited assignment -- -_-__---_- 
Negro: 

General assignment____________ 


Total 
officers 


Medical 
Department 
officers 


Total enlisted 
men 


Medical 
Department 
enlisted men 


51, 446 
24, 428 
47. 48 
19, 766 
38. 42 


792 
1. 54 


6, 460 
12. 56 


Paned amgigniMent soy sos e. |o doo elon cee cu 


Category unknown 5_____________ 
Others: 6 
UMNO 52 Deeg) beet Oe es BL 
Percent of total shipped____________ 
White: 
General assignment_-_____-_--_-- 
Limited assignment___._______- 


See footnotes at end of table. 


1, 259, 046 
71, 506 


1, 187, 540 
511, 620 
43. 08 


484, 873 
40. 83 


191, 047 
16. 09 


1, 073, 378 


48, 873 
3. 88 


1, 024, 505 
95. 45 


291, 870 
28. 49 


266, 647 
11, 920 


9, 146 
519 
3, 638 


732, 635 
71. 61 


564, 002 
111, 491 


38, 331 


6, 238 
15. 86 


32, 093 
83. 73 


9, 839 
30. 66 


8, 843 
711 


86 
2 
190 


22, 254 
69. 34 


16, 039 
3, 432 
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TABLE 24.—Movement of Medical Department personnel in and out of Ground Forces Reinforce- 
ment Command, European Theater of Operations, D-day to V-E Day 
(6 June 1944-8 May 1945)—Continued 


Total Medical Total enlisted Medical 
Groups officers Department men Department 
officers enlisted men 
Output—Continued 
Total—Continued 
Others: §6—Continued 
Negro: 
General assignment_________-_-_- 165 if 13, 090 488 
Limited assignment____________ [307 ebro te 1, 474 67 
Category unknown 5__________-_- 4, 832 aoa 42, 578 2, 228 
Percent of general assignment 
in number shipped_-_--_-_---_-- 18. 84 63. 70 83. 25 79. 32 
Percent of limited assignment 
in number shipped_-_-_-_-__-__--- C05 8. 65 12. 24 13. 15 
On hand, 8 Nay i905 6... S6.0202. 22 488 2 6, 157, 152 188, 669 8, 425 
Excess of output and on hand (8 May 1945) 
OW QUALI UNG ere Ra er yin oe = —176 788 3, 001 1, 754 


1 Arrivals from the detachment of patients who are scheduled for return to units (but also 
includes those limited assignment men not eligible for return to combat units and who subsequently 
were assigned to other units). 

2? Enlisted men who became officers during the period of the report. 

’ Losses through absent without leave, transfer to detachment of patients, evacuation to Zone 
of Interior, and like reasons; also 4,056 Medical Department enlisted men retrained under infantry 
retraining program and 16 Medical Department enlisted men sent to officer candidate school. 

4 Individuals from detachments of patients who were returned to the units in which they served 
prior to hospitalization. They are designated as “casuals” in the source. 

5 Unreported as to race or ability to fill general or limited assignment. Represents shipments 
only from 10th Depot in United Kingdom for period from 6 June to 31 December 1944. 

6 Designated as “reinforcements” in the source. 

‘The following explanation of the discrepancies between output and input occurs in the source: 

“4, The violent flow of stockage through the Command precluded any attempt to account for all 
assignments outside of the originally reported branch to another branch * * *. A further factor * * * 
lies in the fact that the opening inventory (D-day) included approximately 35,600 men in packages 
prepared for Invasion Operations. Approximately 15,000 were returned to stockage after estimated 
requirements were found to be too high. A good portion of these men who were carried in packages 
as infantry, were members of branches other than infantry who subsequently shipped out in their 
original branches. Exact accounting of these transactions is not available. FA [Field Artillery] 
and TD [Tank Destroyer] were the branches principally affected * * *.” 


The above quotation probably helps to explain the discrepancy in the case of Medical Department 
enlisted men and, perhaps, officers. In the case of the Medical Department officers it is also possible 
that a certain number entered the replacement system as members of nonmedical services or arms and 
then were assigned to administrative duties with the Medical Department. It is doubtful, however, 
whether these would account for the entire discrepancy. 


Source: Headquarters, Ground Forces Reinforcement Command, European Theater of Operations, 
“Flow of Enlisted and Officers Stockage for Period D-Day to V—E Day (6 June 1944 to 8 May 1945),” 
in History of the Ground Force Reinforcement Command, European Theater of Operations, U.S. Army, 
pt. II, ch. VI. 
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In the Southwest Pacific, theater headquarters in late 1944 and the early part 
of 1945 attempted to make arrangements under which limited service officers 
no longer fit for duty in their original branches would be made available for 
service in the Medical Administrative Corps. The scheme was carried into 
effect to some extent but it not only aroused opposition on the part of the 
services losing the officers but also failed, because of inexperience of the officers 
transferred in matters pertinent to the jobs to be filled, to arouse much 
enthusiasm in the Medical Department.” 


Personnel made available by administrative actions 


Units developed an overstrength in given types of personnel as a conse- 
quence of table-of-organization changes. This overstrength might be used by 
other units. In the European theater, for example, the reorganization of gen- 
eral hospitals under T/O 8-550, 3 July 1944, made available for other assign- 
ments particularly in units arriving from the Zone of Interior short of Medical 
Corps officers or specialist personnel, 450 Medical Corps officers. Indeed, it 
was with a view to meeting the needs of such units that the War Department 
directed this reorganization.” 

By a directive of 30 November 1944, Headquarters, Communications Zone. 
European Theater of Operations, ordered 92 general hospitals in that theater 
to be reorganized with substantial decreases in the authorized nursing and 
enlisted personnel permitted for each and with minor reductions in male 
officer strength. The personnel thus made available was to be reported by 
the hospital commanders to the Commanding General, Ground Forces Re- 
placement System, through base or section headquarters, for transfer to an 
appropriate replacement depot.** As of 30 November 1944, the reorganization 
of station hospitals under T/O 8-560, 28 October 1944, had made surplus, 
according to an estimate prepared in December of that year, a total of 477 
medical officers in all theaters.?* 

In certain cases, units were abolished in order to supply personnel for 
others. Deactivation of six station hospitals in the North African theater 
made it possible to provide specialized personnel for the enlargement of gen- 
eral hospitals in that theater in 1944.78 

In particularly pressing circumstances, certain medical units gave up 
personnel, without abolishing the pertinent positions, to units considered to 
be in greater need of the personnel than themselves. In 1942, units in the 


24Memorandum, Deputy Chief Surgeon, U.S. Army Forces, Far East, to Chief Surgeon, 12 Apr. 
1945. 

2 Administrative and Logistical History of the Medical Service, Communications Zone, European 
Theater of Operations. [Official record.] 

26 Organization Order 68, Headquarters, Communications Zone, European Theater of Operations, 
30 Nov. 1944. 

27 Letter, Office of The Surgeon General (R. J. Carpenter, MC), to War Department, Assistant 
Chief of Staff, G—1, through Commanding General, Army Service Forces (attention: Director, Military 
Personnel Division), 8 Dec. 1944, subject : Memorandum of Transmittal. 

28 Logistical History of NATOUSA—MTOUSA, 11 August 1942-30 November 1945. [Printed in 
Naples, Italy, by G. Montanino, 1945. ] 
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European theater designated to participate in the invasion of North Africa 
were brought up to strength by drawing upon other medical establishments 
which were to remain behind in the United Kingdom.” Subsequently, in 
1944, when the cross-channel invasion of France was undertaken, personnel 
assigned to communications zone installations in the theater was sent for- 
ward into the combat zone in order to provide medical care in field units. 
When, on 22 June 1944, the First U.S. Army, spearheading the invasion of 
France, found it necessary to requisition 46 Medical Corps officer replace- 
ments, they were obtained not only from replacement depots located in the 
United Kingdom but also by transfer from general and station hospitals 
situated therein. Forty-eight hours after the requisition had been submit- 
ted, the replacements began to arrive and continued to do so until 30 June.*®° 

At the time of the Battle of the Bulge in December 1944 and January 
1945, there again was a heavy demand for both officer and enlisted replace- 
ments, and communications zone units were found to be virtually the only 
source of such personnel. Despite the fact that conditions at the front were 
doubling and tripling their patient loads, these installations were called upon 
for and did supply more than 300 medical officers for frontline units.** 

Within a month and a half, more than 3,100 enlisted men also were sent 
forward to help provide the combat zone medical service. On several oc- 
casions, the Ground Forces Reinforcement Command, despite its responsibili- 
ty to provide medical service to the personnel passing through the replace- 
ment system, supplied Medical Department officers to satisfy the more urgent 
needs of combat units.*? 

Some time in 1945, apparently, the Personnel Division of the Chief Sur- 
geon’s Office, European theater, stated that a base section might be rendered 
understrength by as much as 2 percent of its total medical strength in order 
to fill requisitions from an army.** 

Shifts also took place within the combat zone. Not long after D-day, 
the First U.S. Army found that it had a shortage of 28 medical officers within 
its corps and divisions. Consequently, each 400-bed evacuation hospital in 
the army was asked to designate two medical officers and each 750-bed evacua- 
tion hospital was requested to designate four to aid in filling the vacancies. 
In this way, the needed replacements were obtained with great rapidity.** 

Personnel obtained through transfers, overstrength, and deactivations of 
units constituted 20 percent of the whole number of Medical Department 
officers entering the European theater Ground Forces Reinforcement Com- 
mand between D-day and V—E Day, but only 13 percent of the whole number 


°° Information from Col. James B. Mason, 1 Feb. 1952. 

*° First United States Army: Report of Operations, 20 October 1943-1 August 1944, Book VII, 
pp. 106-107. 

31 See footnote 25, p. 301. 

® Annual Report, Surgeon, Ground Forces Reinforcement Command, European Theater of Opera- 
tions, U.S. Army, 23 Oct. 1943-30 June 1945. 

*8 Memorandum, Col. A. Vickoren, MC, for Colonel Liston, 2 Mar. 1945, subject: Reference Cable 
UK 27386. 

See footnote 30, p. 302. 
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of Army officers entering this command. The proportion of Medical Depart- 
ment enlisted men thus entering the Reinforcement Command was very much 
greater than that of Medical Department officers and vastly in excess of the 
corresponding proportion of enlisted men in general. 

In the case of medical officers at least, the personnel made surplus by these 
procedures were not always satisfactory replacements. Asa rule, the reorgani- 
zations which produced the surpluses were designated to relieve such officers 
of administrative duties which could be performed by members of the Medical 
Administrative Corps and thus permit the former to practice medicine. Yet, 
in many cases, the men thus relieved were precisely those least fitted to take up 
professional duties, for in the course of holding administrative posts, they had 
lost skills and acquired rank which greatly reduced their eligibility to fill 
vacancies for men of professional competence. The change in the table of 
organization of general hospitals by War Department Circular No. 99 of 1944 
provided for the substitution of a lieutenant colonel of the Medical Corps by a 
lieutenant colonel of the Medical Administrative Corps in the position of execu- 
tive officer. In the European theater, however, it was noted in June 1944 that, 
while this reorganization would render 79 medical officers surplus, only about 
14 of these would be qualified to fill professional assignments suitable to their 
rank, since the great majority of them had been promoted strictly on the 
basis of their administrative ability.® 

Even when officers made surplus through reorganization of hospitals were 
fully qualified to do professional work, there was difficulty in placing them 
where the need for them was greatest. In the European theater, for example, 
“the acute shortages that most needed to be filled and filled quickly,” were posi- 
tions of company grade in ground force combat units. The revision of the 
tables of organization, however, created overstrengths which consisted largely 
of field grade officers who had served in positions “totally foreign to combat 
medical assignments.” ‘The result was that the “needs were just as acute after 
reorganization of hospitals as they had been before.” *® Such difficulties ac- 
count at least partly for the fact that some of the officers made surplus by 
table-of-organization changes were returned to the United States. 


Casuals from the Zone of Interior 


Comprehensive data on the number of Medical Department replacements 
that actually were provided by the Zone of Interior for oversea areas are 
lacking for most of the war period, completely so for the year 1942. We know, 
however, that because of the buildup of strength for the North African inva- 
sion, it was not until the end of that year that any significant number of non- 
table-of-organization personnel arrived in the European theater. Statistics 
are available for the period March-November 1943 when a total of 2,737 


% Memorandum, Col. C. D. Liston, for G—1, European Theater of Operations, 17 June 1944. 

36 Annual Report, Personnel Division, Officer of the Chief Surgeon, European Theater of Operations, 
U.S. Army, 1944. 

37 See footnote 25, p. 36. 
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Medical Department officers and 14,820 Medical Department enlisted men were 
dispatched overseas as replacements. During the year 1944, 2,906 male Medi- 
cal Department officers were shipped overseas to all theaters, a decline from 
1943. 

In March to November of the latter year, the monthly shipments of 
such officers averaged 0.46 percent of the male Medical Department officer 
strength throughout the world and 1.89 percent of the same strength overseas. 
In the European theater, the monthly rate of shipments of Medical Department 
officer replacements in March—November 1943 was 1.26 percent of the mean 
strength of such officers in the theater. From the beginning of 1944 to the end 
of June 1945, a total of 1,096 officers arrived from the Zone of Interior as 
Medical Department replacements or casuals for use in other than units of the 
Army Air Forces.’* This amounted, on a monthly basis, to 0.204 percent of the 
mean strength serving in Ground Forces and Services of Supply units in the 
theater within the dates mentioned. For the period from the beginning of the 
invasion of the Continent to V—E Day, the average monthly shipment was 
equal to 0.214 percent. Not only was the rate of shipment lower than it had 
been in 1948, but it was vastly lower than that of the service and ground forces 
as a whole; this, however, should occasion no surprise since these forces taken 
together had far greater combat losses, proportionally, than did the Medical 
Department. 

Scattered information from other theaters also indicates the existence of 
meager replacement shipments in a stage of the war when they were needed 
most. Replacements for the Mediterranean Theater of Operations were 
scarce through nearly all of the campaign in Italy.* 

The China-Burma-India theater in the summer of 1944 complained to the 
War Department of a shortage of 91 Medical Corps officers. Not only was 
that theater then told that under revised tables of organization this shortage 
amounted only to 12, but it also was informed that no more than 9 men would 
be shipped from the Zone of Interior to meet this shortage. The shipment was 
to take place during October; when the rest of the deficit would be wiped out 
was not stated. The theater was urged to report to the War Department 
shortages of other types of medical personnel although it was told that nurses, 
physical therapy aides, and dietitians might not be available until after 
January 1945.*° 


38 (1) Memorandum, Army Service Forces, for Assistant Chief of Staff, G—3, War Department 
General Staff (attention: Colonel Stevenson), subject: Report of Overseas Replacements for the 
Period 16 September 1942 through 28 February 1944. (2) See footnote 32, p. 302. 

8° Statement of Maj. Gen. Joseph I. Martin to the author, 19 Feb. 1952. 

40 Smith, Robert G.: History of the Attempt of the United States Army Medical Department to 
Improve the Efficiency of the Chinese Army Medical Service, 1941-1945, vol. II, pp. 159-160. 
[Official record.] (The theater complaint was based on the fact that nearly all hospitals were operat- 
ing far above rated capacities * * *. In the largest hospitals patients of the Chinese Army comprised 
from one-third to one-half of their totals. The shortage of medical officers (and units) at that time 
was so serious that the Theater Surgeon was sent by the Theater Commander to Washington for 
these conferences. Letter, Brig. Gen. Robert P. Williams, to Col. J. B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medieal Service, 22 Dec. 1955.) 
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Aside from the difficulties occasioned by lack of personnel, the provision of 
replacements by the Zone of Interior was complicated by delays in the requi- 
sitioning process. Requisitions went through channels to the theater G—1, or 
the replacement command, before being forwarded to the Zone of Interior.‘ 
Thus, although the surgeon of the Southwest Pacific theater submitted a requi- 
sition for 50 dental officers during December 1944, he was informed by a 
letter from the Office of The Surgeon General, dated 9 April 1945, that that 
Office had not yet received the requisition although it would be filled upon 
receipt. 

The average waiting period for the arrival of a replacement in the Med- 
iterranean theater was 3 months.*? In that theater, at least, it was not possible 
to reduce the delay in filling requisitions by anticipating needs and calling 
for personnel from the Zone of Interior before vacancies actually existed for 
such personnel. A requisition for seven Dental Corps officers submitted in 
November 1944 by the Twelfth Air Force in anticipation of the establishment 
of new service groups and expectation of losses occasioned by hospitalization 
and other factors of attrition was disapproved on the ground that the theater 
would not requisition replacements unless a table-of-organization vacancy 
actually existed.** 

Lack of replacements from the Zone of Interior and difficulties in obtaining 
such as were available forced the theaters increasingly to resort to local sources 
of supply to fill vacancies in units or to establish new organizations. Obviously, 
the closer the source of supply the less was the likelihood of delay in obtaining 
what was needed. Thus, in the course of the war, the importance of a careful 
check of personnel requisitions by representatives of the Medical Department 
on each level of an oversea command in order to make certain that all available 
personnel was utilized before resorting to a higher echelon or the Zone of In- 
terior became manifest. It appears, however, that even in late stages of the 
war, this was not always done.** 

Nevertheless, there is good reason to believe that a greater proportion of 
oversea replacements came from theater sources than from the Zone of Interior, 
and that the proportion was larger than in the case of Army replacements in 
general. There can be little question of this as regards the European theater, 
particularly during the period of ground combat. 


41 (1) Letter, Col. Homan E. Leech, to Department of Army General Staff, Personnel and 
Administrative Division, 23 Oct. 1947, subject: Replacement System Study. (2) Semiannual Report, 
Surgeon, Twelfth Air Force, June—December 1944. (3) Semiannual Report, Personnel Division, 
Office of The Chief Surgeon, European Theater of Operations, U.S. Army, January—June 1945, with 
enclosure 5 thereto. 

42 Munden, Kenneth W.: Administration of the Medical Department in the Mediterranean Theater 
of Operations, U.S. Army. [Official record. ] 

43 See footnote 41(2), p. 305. 

44 (1) See footnote 25, p. 301. (2) Letter, Lieutenant General Devers to all concerned, 8 Aug. 
1944, subject: Unit Personnel Requisitions for Medical Department Officers. (3) Pacific Conference, 
Panel III, Personnel, 31 July 1945. 
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Temporary Personnel 


Personnel temporarily attached to a unit for training or in order to be 
provided with administrative services might be used as a source of manpower 
above the assigned strength. In May 1943, for example, the percentage of the 
total Services of Supply Medical Department strength in the European theater 
that was classified as “attached” exceeded 13 percent, dropping sharply as the 
time for the cross-channel invasion approached. The corresponding percent- 
ages for the Army as a whole were always higher than those of the Medical 
Department (table 25). A similar situation prevailed in the Southwest 
Pacific Area, where the 118th General Hospital, which complained of shortages 
of personnel in all categories, found, during the second quarter of 1943, that 
it was able to tide over several difficult periods as a result of temporary attach- 
ment of personnel of other organizations. The staff of the 9th Portable Surgi- 
cal Hospital, consisting of 4 officers and 25 enlisted men, was attached to the 
general hospital for purposes of training for a period of about 114 months. 
Both the officers and men were utilized in operating the general hospital. 

Another method of obtaining additional personnel above assigned unit 
strength was to “borrow,” on temporary duty from other organizations. This 
was particularly the case when it was desired to meet the requirements of 
frontline units. Thus, during periods of severe combat, personnel from corps 
and army medical units in the European theater were attached for temporary 
duty to divisional organizations. Litter bearers, company aidmen, and medical 
and surgical technicians were prominent among those attached.*®? On occasion, 
general or station hospitals in the Mediterranean theater were drawn upon for 
dental officers to serve temporarily in units lacking such personnel.*® In 
general, it was the practice in that theater to fill vacancies temporarily with 
individuals from units that were not operating at full capacity. 


ORGANIZATIONAL AND PROCEDURAL CHANGES 


During the emergency and war periods, various methods were developed 
which led to a more efficient utilization of medical personnel. Primary among 
these were measures permitting freer use to be made of personnel, such as the 
extensive use of Medical Administrative Corps officers to relieve medical, 
dental, and other professional personnel of nontechnical duties; the use of 
trained medical technicians; and the shifting of minor nursing functions 
from Army nurses to nurses’ aides and to some extent to members of the 
Women’s Army Corps. The use of stenographers at certain hospitals to aid 
the doctors in preparing clinical records relieved the latter of much routine 


(1) Annual Report, Surgeon, Ninth U.S. Army, 1944. (2) Annual Report, Surgeon, Third U.S. 
Army, 1944. 

46 Report, Col. Lynn H. Tingay, of Dental Activities in North African Theater of Operations, 29 
Dee. 1944. 
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clerical work, although such assistance was never widely furnished. Other 
expedients to meet the growing demands of the Army without lowering the 
standard of medical service or unduly increasing the number of medical per- 
sonnel employed included undermanning of theater of operations units in 
training; changes in the Zone of Interior hospital system and its procedures; 
readjustment of personnel allowances to theater of operations units and Zone 
of Interior installations; redistribution of Medical Department officers among 
major commands in the Zone of Interior; and shipment of hospitals overseas 
with less than full complements. 


Undermanning Theater of Operations Units in Training 


A policy of deferring the assignment of part of the officer complement of 
newly activated theater of operations medical units and detachments which 
was gradually put into effect in 1942-43 doubtless resulted in some saving of 
personnel. Before this, it had been the practice to assign a full complement 
of officers to these units immediately upon activating them. This meant that 
while the unit or detachment was taking unit training and waiting to go into 
- operation, the officers were not fully occupied, since there was little professional 
work for them to do unless they could be used to assist the station complement 
of the hospital at that post. This constitued a waste of professional personnel, 
and the complaints of officers so assigned was one reason for the change of 
policy. 

The new policy was applied first to affiliated hospitals when in May 1942 
The Adjutant General issued a directive providing for the assignment of only 
a small percentage of the authorized officer strength to these hospitals while in 
training.** Similar steps were taken to conserve the supply of medical officers 
in nonaffiliated hospitals—officers were to be assigned to these units only in 
the numbers needed and as they were needed.** The heavy demand for medical 
officers dictated the application of this policy to nonmedical units having 
assigned medical personnel. 

In March 1943, a War Department directive announced that each table 
of organization calling for attached medical and dental officers would be 
revised to include a notation that this personnel was to be furnished only as 
required and available within the continental limits of the United States, but 
would be furnished in full prior to departure for oversea duty.*® 


“ Letter, The Adjutant General, to Commanding Generals, Army Ground Forces, Army Air Forces, 
Services of Supply, and others, 29 May 1942, subject: Allotment of Officer Personnel to Medical Units 
of the Field Forces, Continental United States. 

48 (1) Memorandum, The Surgeon General, for Officers Branch, Office of The Adjutant General, 
19 Dec. 1942. (2) Memorandum, Col. Francis M. Fitts, Office of The Surgeon General, 3 Jan. 1943, 
subject: Plans for Bringing Theater Hospital Units and Named General Hospitals to T/O or to 
Authorized Allotted Strengh. 

4” Memorandum, Deputy Chief of Staff, for Commanding General, Services of Supply, 10 Mar. 1943, 
subject: Availability of Physicians. 
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Changes in the Zone of Interior Hospital System 


Use of specialty centers 


As the Army and therefore the number of patients increased, a greater 
diversity of specialty centers in the general hospitals was established for the 
treatment of particular diseases, wounds, and injuries. In such a center, 
patients requiring a highly specialized type of care were concentrated in 
order to make the best use of the available specialists. Several centers of this 
sort had been in operation before the war; others were added in 1942, and the 
number was further increased in 1943, when the practice was announced as a 
settled policy. The system, which continued throughout the war, permitted 
the Army to place its limited number of specialists to the best advantage.*° 


Creation of convalescent hospitals 


In April 1944, the War Department authorized convalescent hospitals, 
as distinct from convalescent centers, annexes, and facilities, which had been 
in operation since the preceding June. It was felt that the convalescent 
patient did not need the highly specialized care he was receiving in a general 
hospital and that the removal of patients from general to convalescent hospitals 
would permit fuller use of the former’s highly specialized staff. A guide for 
the utilization of personnel in convalescent hospitals in the Zone of Interior 
was recommended by The Surgeon General and approved by the War Depart- 
ment (see table 7).°1 Comparison of this table with the guides for named 
general hospitals (table 6) will indicate the saving in Medical Corps officers 
that could be made by placing convalescents in the new type of hospital instead 
of keeping them in general hospitals. 


Closure of station hospitals 


Early in 1944, as the military population in the Zone of Interior was 
shrinking due to oversea movement of troops, The Surgeon General effected 
the closure or reduction in size of station hospitals. As this was done, doctors 
assigned to these hospitals could be reassigned either to hospitals scheduled 
for oversea service or to general hospitals in the Zone of Interior. Although 
in 1944, the General Staff sanctioned the establishment of so-called regional 
hospitals in the Zone of Interior by both the Army Air Forces and the Army 
Service Forces, general hospitals remained under the jurisdiction of the Army 


50 Memorandum, Director, Resources Analysis Division, Office of The Surgeon General, for Deputy 
Surgeon General, 19 Aug. 1945. 

51 (1) Memorandum, Brig. Gen. R. W. Bliss, Assistant Surgeon General, for Commanding General, 
Army Service Forces, attention : Director, Personnel Division, 18 Apr. 1945, subject : Personnel Guides 
for Convalescent Hospitals. (2) War Department Circular No. 170, 8 June 1945. 
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Service Forces, more exclusively for the care of highly specialized cases and 
of patients brought home from overseas.” 


Reduction of time of hospitalization 


During the war, the Medical Department initiated a number of measures 
designed to reduce the period of hospitalization to the absolute minimum. 
This released not only beds for incoming patients, but the personnel to care 
for them. In addition, The Surgeon General succeeded in having convales- 
cent furloughs granted for periods not to exceed 90 days. On 1 June 1945, 
there were approximately 70,000 patients on furlough from the general and 
convalescent hospitals for whom otherwise beds would have had to be 
provided.** 


Readjustment of Personnel Allowances 


Oversea units 


The overall personnel requirements of the Army are set forth in published 
tables of organization by type of unit. Revisions of the medical tables for 
oversea theaters during 1940-41 were made on the basis of World War I 
experience and partly as a means of adjusting medical units to the new triangu- 
lar organization of the combat divisions.** The 1942-43 revisions reflected 
the difficulty in procuring Medical Corps officers and therefore authorized a 
smaller percentage of such personnel in proportion to the rapidly expanding 
Army asa whole (tables 9 and 10). 

When the number of personnel available in certain categories proved in- 
sufficient to meet the requirements of all units that were being activated under 
these revised tables, further revisions were made during the later war years. 
For example, after it became permissible to substitute a Medical Administra- 
tive Corps officer for one of the two Medical Corps officers who served as 
surgeons in every infantry battalion, the tables of organization of the infantry 
regiment were revised to that effect (table 9).°° Table 8 shows personnel 
changes in the tables of organization for selected hospitals. In all but two 
cases, the number of Medical Corps officers, nurses, and enlisted men was re- 
duced while the number of Medical Administrative Corps officers was increased. 


52 Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone 
of Interior. United States Arn in World War II. The Technical Services. Washington: U.S. 
Government Printing Office, 1956. 

53 (1) War Department Circular No. 111, 7 Apr. 1945. (2) Memorandum, Director, Hospital Divi- 
sion, Office of The Surgeon General (Col. A. H. Schwichtenberg), for Director, Historical Division, 
Office of The Surgeon General, through Chief, Operations Service, Office of The Surgeon General, 18 
June 1945, subject : Additional Material for Annual Report Fiscal Year 1945, with Tab A thereto. 

54 (1) Letter, Maj. Gen. Alvin L. Gorby, to Col. John B. Coates, Jr., MC, Director, Historical Unit, 
U.S. Army Medical Service, 3 Apr. 1956. (2) See footnote 56, p. 314. 

55 (1) TOE 7-11, 1 June 1945, Infantry Regiment. (2) TOE 7-95, 12 July 1944, Infantry 
Battalion (Separate). 
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The tables issued in 1943 and 1944 also show for the first time small numbers of 
dietitians and physical therapists as military personnel. 

Another device for making the most efficient use of the limited personnel 
available was the development of the “team” or “cellular” concept, which grew 
out of the auxiliary surgical groups and attained its most general usefulness in 
the 8-500 series of tables of organization. The basic principle was to so balance 
specialists and technicians in teams for specific purposes that each man’s skills 
were extended by the complementary skills of those who worked with him. 
Such groups as malaria control units, dental operating detachments, and food 
inspection detachments were refined under the new concept of specialized group 
effort. Carried over into civilian medicine, the team concept has spread 
throughout the profession.*© 


Zone of Interior installations 


In 1943, the War Department Manpower Board, in investigating all Army 
installations in the Zone of Interior to determine where savings in personnel 
could be made, developed “yardsticks” or criteria for manning various types of 
installations. 

The General Staff used the yardsticks in making its bulk authorizations of 
personnel for the Army Service Forces and, to provide a guide for subordinate 
commanders, developed manning tables for hospitals of various sizes which 
were promulgated as War Department Circular No. 209, 26 May 1944. In gen- 
eral, these manning tables, or guides, agreed with the Manpower Board’s yard- 
sticks and the recommendations of the Inspector General’s Office. They were 
not, however, meant to be followed as rigorously as tables of organization, and 
if in any particular case they failed to provide enough personnel for adequate 
medical care, a written request for increases could be submitted. The guides 
were announced as subject to correction by any future surveys made by the 
Manpower Board (tables 6 and 7). In general, these guides indicate that the 
greater the extent to which beds could be concentrated in large hospitals, the 
greater would be the saving in medical officers and in certain other categories of 
personnel. 

The issuance of manning tables seems to have achieved considerable suc- 
cess in conserving medical personnel so far as general hospitals in the Zone of 
Interior were concerned. In July 1943, the number of personnel (military and 
civilian) assigned to these hospitals per 100 authorized beds was 94. By June 
1944, the number had fallen to 68.6 and by July 1945, it had risen to 71.1; in 
the former month, however, less than half the beds were occupied, while in the 
latter month the general hospitals were operating at 122 percent of their rated 
capacity.>” 


°° Statement of Durward G. Hall, M.D., to the editor, 27 May 1961. 
57 See footnote 52, p. 318. 
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Redistribution of Medical Department Officers 


As has been noted, when in 1942 the Army Air Forces were authorized 
to procure their own doctors, their recruiting program was more successful 
than that of Army Service Forces. Asa result, The Surgeon General felt that 
some of these medical officers should be transferred to understrength Army 
Service Forces installations in this country or to units scheduled for overseas.** 
However, there was no single authority to distribute doctors to the Army Serv- 
ice Forces, Army Ground Forces, and Army Air Forces according to need, 
and the Deputy Chief of Staff at first refused to take any action leading to the 
transfer of doctors from the Air to the Service Forces. He was said to believe 
that some general hospitals (all of which were under the jurisdiction of the 
Army Service Forces) were overstaffed and that the Service Forces should 
“make a thorough canvass of the situation” to utilize to the best advantage 
all its own doctors before calling on either the Ground or Air Forces for any 
of theirs. Army Service Forces headquarters thereupon urged The Surgeon 
General to continue his survey of medical personnel with a view to releasing 
the number necessary for oversea duty and at the same time retaining the mini- 
mum required to operate U.S. establishments.*® 

In the fall of 1948, when The Surgeon General declared that he did not 
have in Army Service Forces enough doctors to man all the hospital units 
scheduled for oversea movement the following January, he recommended that 
the Air Forces be directed to supply the doctors needed for nine such 
hospitals. Approximately 10 days after these recommendations, the Air 
Forces having lost certain of their hospital functions, voluntarily transferred 
200 Medical Corps officers to the Army Service Forces.*! 

Shortly after this the Personnel Planning and Placement Branch, Office 
of The Surgeon General, submitted a report on the numbers of medical special- 
ists available and required in the Army Ground, Air, and Service Forces in 
this country; it showed that the Air Forces had 3,271 available against 1,271 
required, whereas the Service Forces required 8,014 and had available only 
6,571. The report showed no excess in Army Ground Forces. Based on this 
study, the General Staff ordered the Air Forces to transfer 500 Medical Corps 
officers to the Service Forces. Of the 700 transferred altogether, a large 


58 Memorandum, Lt. Col. Francis M. Fitts, Office of The Surgeon General, for Colonel Lull, Office 
of The Surgeon General, 11 Jan. 1943, subject : Availability of Physicians. 

59 Memorandum, Maj. Gen. W. D. Styer, Services of Supply, for The Surgeon General, 3 Oct. 1943. 

6 Memorandum, Military Personnel Division, Army Service Forces, for The Surgeon General, 
17 Noy. 1943, subject: Filling Officer Shortages in Medical Units Committed, with 1st endorsement 
thereto, 26 Nov. 1943. 

6&t Memorandum, Headquarters, Army Service Forces, for Commanding General, Army Service 
Forces, attention : Military Personnel Division, 30 Nov. 1943. 

(1) Memorandum, Office of The Surgeon General (Maj. Fred M. Fielding), for G—1, 28 Dec. 
1943. (2) Memorandum, G—1, for Chief of Staff, 4 Jan. 1944, subject: Requirements for Medical 
Corps Officers. (3) Letter, Brig. Gen. J. M. Bevans, Assistant Chief of Air Staff, to Commanding 
General, Army Service Forces, 26 Jan. 1944, subject: Reassignment of Medical Corps Officers to 
Army Service Forces, with endorsements thereto. 
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proportion were specialists, whom the Service Forces most needed to staff units 
destined for overseas. Other transfers of doctors occurred throughout the 
war period.® In addition to its relinquishment of doctors, the Air Forces 
during the year ending on 30 June 1945 transferred approximately 1,500 Army 
nurses, 72 Medical Administrative Corps officers, and 17 Medical Department 
dietitians to the Army Service Forces.** 


Shipment of Hospitals With Less Than Full Complements 


When, in 1944, The Surgeon General concluded that, despite all efforts to 
make the personnel supply meet the demand, the Army would not have enough 
medical specialists and nurses to staff both Army Service Forces hospitals in 
this country and units yet to be shipped abroad, he used the expedient of ship- 
ping some hospitals without their full table-of-organization complement of 
specialists and nurses. While no theater chief surgeon ever agreed that he 
possessed an excess of specialists, The Surgeon General considered this expedi- 
ent feasible because the theaters in his judgment did possess a relative excess 
of specialists who could be used to balance the staffs of these hospitals. Accord- 
ingly, in early 1944, The Surgeon General received permission to ship general 
hospitals overseas with a full complement of doctors but with general practi- 
tioners in place of seven of the specialists authorized by the tables of organiza- 
tion; that is, the chiefs of medicine, surgery, orthopedic surgery, neurosurgery, 
psychiatry, radiology, and laboratory service. This policy was followed for 
several months; eventually, certain units were sent overseas with even fewer 
specialists. 

By July 1944, with an accelerated shipment of approximately 53 general 
hospitals requested by the European theater, it was considered impossible to 
staff all these units at full table-of-organization strength even by substituting 
nonspecialists. Consequently in that month, The Surgeon General recom- 
mended to the Commanding General, Army Service Forces, that general hos- 
pitals be shipped to the European theater with only 16 instead of the authorized 
32 Medical Corps officers, until the excess of such personnel in the theater should 
be absorbed. This recommendation was returned informally without action. 
Later, however, units were shipped with only 16 doctors, but with attempts to 
balance the staffs. Proper classification and accurate accounting procedures 
enabled The Surgeon General to make such adjustments. 


8% Letter, The Adjutant General, to Commanding General, Army Air Forces, 28 Sept. 1944, sub- 
ject: Medical Officer Requirements. (2) Weekly Diary, Operations Branch, Military Personnel Divi- 
sion, Office of The Surgeon General, for week ending 5 Mar. 1945. (3) Letter, Military Personnel 
Division, Army Air Forces, to Commanding General, Army Service Forces, 17 July 1944, subject: 
Transfer of Medical Corps Officers. 

64 (1) Letter, The Surgeon General, to The Adjutant General, 11 Feb. 1944, subject: Army Nurse 
Corps. (2) Letter, The Surgeon General, to The Adjutant General, 18 May 1944, subject: Designa- 
tion of Medical Corps Personnel for 124th and 125th General Hospitals. (3) Annual Report, Per- 
sonnel Division, Air Surgeon’s Office, 1944—45. 

6 Memorandum, Military Personnel Division, Office of The Surgeon General, for Colonel Love, 
Historical Division, Office of The Surgeon General, 19 Oct. 1944. 
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The procedure of shipping hospitals without all of their Medical Corps 
officers was continued until practically the end of hostilities against Germany. 
In March 1945, The Surgeon General informed the Operations Division, Gen- 
eral Staff, that orthopedic surgeons of grade C or better were not available to 
‘the European theater in April of that year and added that they would not be 
available for shipment from the United States at any future date. The next 
month, April 1945, he recommended that 5 general hospitals, short 16 Medical 
Corps officers each, be shipped to the Pacific Ocean Areas. He based this 
recommendation on his knowledge that that theater had more doctors per 100 
hospital beds occupied than either the Southwest Pacific Area or the Zone of 
Interior; and stated that in August or September he would ship sufficient 
Medical Corps officers to staff the hospitals fully.% 

The Surgeon General also felt compelled to ship certain hospitals without 
nurses, thereby permitting the assignment of nurses to these hospitals from 
excess numbers resulting from cuts in tables of organization. In 1944, he 
received approval to ship several general hospitals without nurses to the Euro- 
pean theater. (At that time, a 1,000-bed general hospital carried a complement 
of 83 nurses.) At least two general hospitals lacking nurses were shipped to 
the Southwest Pacific Area.®* 


UTILIZATION OF NEGRO PERSONNEL 


In late 1940, when Selective Service was about to bring large numbers of 
Negroes into the Army, the Medical Department contained only a few Negro 
enlisted men and no Negro officers or nurses on active duty. Negro patients 
in Army hospitals were therefore attended by white doctors and nurses, and 
there was no segregation of Negro from white patients. In September 1940, 
the Medical Department Officers Reserve contained a small number of Negro 
officers eligible for service (that is, physically qualified and not overage) : 60 
Medical, 8 Dental, and 3 Veterinary Corps officers. About the same time, 40 
nurses were in the Reserve maintained for the Army by the Red Cross.° 

When, in 1940, it became likely that the Army would take in many more 
Negroes, the Surgeon General’s Office made plans to place its share of the new 
personnel in the Medical Department. The Surgeon General recognized his 
responsibility in a memorandum to the General Staff in October 1940: “It ap- 


66 Memorandum, The Surgeon General, for Assistant Chief of Staff, Operations Division, through 
Commanding General, Army Service Forces, 9 Mar. 1945, subject: Inclusion of Orthopedic Surgeons 
for Staffs of General Hospitals. 

67 Memorandum, The Surgeon General, for Commanding General, Army Service Forces, attention : 
Director of Plans and Operations, 20 Apr. 1945, subject: Staffing of the 303d, 304th, 308th, 309th, 
and 310th General Hospitals. 

*8 Letter, Office of The Surgeon General (Brig. Gen. Bliss, Chief, Operations Service), to Com- 
manding General, Army Service Forces, 6 May 1944, subject: Staffing of Medical Units of July, with 
endorsement thereto, 31 May 1944. 

69 (1) Memorandum, Assistant Chief of Staff, G-1, for Chief of Staff, 28 Sept. 1940, subject: 
Use of Negro Reserve Officers Under 1940-41 Military Program, Tab C. (2) Blanchfield, Florence A. 
and Standlee, Mary W.: The Army Nurse Corps in World War II. [Official record.] 
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pears that * * * the Medical Department will have to utilize * * * around 
4,000 Negro enlisted men and several hundred officers.” 7 Six months later, 
The Surgeon General and his advisers had agreed among themselves that the 
Medical Department would be prepared to go as far in the use of Negro troops 
as any other service and could conform to any Army-wide policy of employing 
Negroes segregated from or in combination with whites. The Department, 
however, would “not willingly accord to a policy whereby any detachment will 
be part White and part Black unless this policy is adopted not only by the 
services but by the line.” The Medical Department did, in fact, go further than 
any other service in the use of Negro officers.”* 

During the course of the war, the Medical Department used Negro enlisted 
men and male Negro officers in the medical detachments of all-Negro combat 
divisions, in a number of all-Negro theater of operations hospitals, in sanitary 
companies, in the Negro wards of certain Zone of Interior hospitals, and in at 
least two all-Negro hospitals in the United States. The Department used 
Negro members of the Nurse Corps in a number of hospitals at home and over- 
seas and Negro members of the Women’s Army Corps in some Zone of Interior 
hospitals. Negro Medical Department personnel constituted, at its wartime 
peak, about 4.2 percent of the Medical Department’s overall strength. In the 
Medical Corps, the highest proportion was about 0.76 percent; in the Dental 
Corps, 0.78 percent; in the Veterinary Corps, 0.39 percent; in the Sanitary 
Corps, 0.34 percent; in the Medical Administrative Corps, 1.1 percent; in the 
Nurse Corps, 0.88 percent; and among enlisted men, 5 percent (tables 1 and 26). 
In the assignment of Negro medical personnel, Dean John W. Lawlah of the 
Howard University Medical School was of inestimable assistance to The 
Surgeon General.” 


Hospital Personnel 


As early as October 1940, the Surgeon General’s Office proposed the estab- 
lishment of Negro wards in certain hospitals in the United States.7? When 
such wards were organized in the hospitals at Fort Bragg, N.C., and Camp 
Livingston, La., in May 1941, twice as many medical officers were at first allotted 
to them as were customarily assigned to ward duty. The commanders of both 
hospitals, however, later found that one Negro doctor instead of two per ward 
was sufficient, and the Surgeon General’s Office revised its estimates accord- 


Memorandum, The Surgeon General, for The Adjutant General, 25 Oct. 1940, subject: Plan 
for Utilization of Negro Officers, Nurses, and Enlisted Men in the Medical Department, 1940-41 
Military Program. 

™ (1) Memorandum, Lt. Col. C. B. Spruit, Office of The Surgeon General, for Colonel Love, 
Office of The Surgeon General, 10 Apr. 1940, subject: Use of Negroes in the Medical Department 
Under the PMP. (2) Letter, Maj. Ulysses G. Lee, Jr., Office of the Chief of Military History, to 
Col. C. H. Goddard, Office of The Surgeon General, 22 Aug. 1952. 

® Statement of Durward G. Hall, M.D., to the editor, 27 May 1961. 

Memorandum, Office of The Surgeon General (General Love), for The Adjutant General, 22 Oct. 
1940, subject : Assignment of Negro Medical Officers. 
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TaBLE 26.—WNegroes in the Medical Department, 1943-45 
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Source: ‘‘Strength of the Army”’ for corresponding dates. 


ingly.* This separation into white and Negro wards was abandoned before 
the end of the war. 

At the same time, The Surgeon General recommended establishing all- 
Negro hospitals in the Zone of Interior and commissioning Negroes as Medical 
Administrative and Sanitary Corps officers. The General Staff informed him 
that no all-Negro hospital was planned and that commissioning Negroes in the 
two corps named was “not favorably considered.” 7° Later on, however, Ne- 
groes were commissioned in the Medical Administrative Corps, and two all- 
Negro hospitals were eventually established. 

The Air Forces Station Hospital at Tuskegee, Ala., activated in 1941, was 
the first of these two hospitals to receive its personnel, and played an important 
part in utilizing Negro doctors and nurses. It also supplied some of the first 
personnel to report to the Negro Station Hospital at Fort Huachuca, Ariz., 
which began operations in 1942.7° 

74 Letter, Secretary, General Staff, to Judge William H. Hastie, Civilian Aide to Secretary of War, 
1941, subject: Redistribution of Negro Medical Department Personnel. 

7 3d endorsement, The Adjutant General, to The Surgeon General, 31 Jan. 1941, to memorandum 


cited in footnote 70, p. 318. 
76 (1) See footnote 52, p. 313. (2) See footnote 71 (2), p. 318. 
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Fort Huachuca was the training center for the 93d (Negro) Infantry 
Division. The National Medical Association (the Negro counterpart of the 
American Medical Association) was requested to assist in procuring medical 
officers for its hospital, which by the end of 1942 had 676 beds and a staff of 
37 Medical Corps officers, 1 Sanitary Corps officer, 2 Medical Administrative 
Corps officers, 100 nurses, and 243 enlisted men. At that time, also four Negro 
Dental Corps officers had been assigned to the hospital dental clinic, which 
functioned under the post dental surgeon. Two Veterinary Corps officers were 
assigned to the post surgeon’s office at that time. The commanding officer of 
this hospital from June 1942 until his return to civilian life in October 1945 was 
Lt. Col. Midian O. Bousfield. Chief of the medical service until March 19438 
was Maj. Harold W. Thatcher. Both of these men, as well as many others on 
the Fort Huachuca hospital staff, made outstanding records under particularly 
difficult circumstances. 


Sanitary Companies 


In October 1940, also, The Surgeon General recommended a new type of 
unit which was to absorb most of the Negro enlisted increment and some Negro 
officers as well.7? This was the “sanitary company” authorized in November 
1940 for the purpose of performing “such general duties as the commanding 
officer [of the theater of operations general hospital to which a company was 
assigned | may prescribe.” ** The Surgeon General’s Office insisted that activa- 
tion of these companies should not reduce the medical department’s overall 
requirements for enlisted men.” 

The sanitary companies, established under T/O 8-117 (November 1940), 
found difficulty in obtaining useful work. In July 1942, after several had 
completed their training, The Surgeon General adopted the policy of assigning 
one to each named general hospital and Medical Department Replacement 
Training Center in this country. Large numbers of these companies remained 
unemployed, however, because the theaters and defense commands refused to 
requisition them when informed by The Surgeon General that they were ready 
for shipment.*° 

In January 19438, the Commanding General, Services of Supply, directed 
The Surgeon General to consider widening the scope of the work to be per- 
formed by the companies in order to obtain more useful employment for them. 
The Director of The Surgeon General’s Sanitary Engineering Division voiced 
a belief that these companies could do valuable work in environmental sanita- 
tion at larger War Department installations, particularly in the South. He 


7 (1) Memorandum, Office of The Surgeon General (Col. A. G. Love), for Executive Officer, Office 
of The Surgeon General, 1 Oct. 1940, subject: Policy of The Surgeon General re Colored Troops (9%). 
(2) See footnote 75, p. 3819. 

8 'T/O 8-117, 1 Nov. 1940. 

* Memorandum, The Surgeon General, for Assistant Chief of Staff, G—-1, 5 May 1941, subject: 
Plan for the Use of Colored Personnel in the Medical Department. 

8° Letter, The Surgeon General, to all Surgeons, Defense Commands, and U.S. Army Forces in 
Oversea Bases, 18 Nov. 1942, subject: Sanitary Companies. 
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suggested that such work might consist, among other things, of mosquito and 
other insect control; constructing, maintaining, and operating the sanitary 
demonstration areas; and maintaining proper conditions at the incinerator, the 
dump, and the sewage disposal plant.‘ This recommendation led to a revision 
(June 1943) of the table of organization which would appear to have these 
companies used largely on mosquito control. In the new table, each of the two 
platoons now had two drainage, two oiling, and two spraying teams. None 
of the other suggested functions were ever incorporated in a table of 
organization. 


Medical Administrative Corps Officers 


In the Medical Administrative Corps, Negro officers almost without excep- 

tion obtained their commissions on graduating from officer candidate school 
instead of by direct commissioning either from civil life or from the enlisted 
ranks of the Medical Department. By 1 April 1945, the school located at Camp 
Barkeley, had graduated 158 Negroes. At that time, a total of 189 had been 
admitted to the Medical Administrative Corps, some of whom had undoubtedly 
been commissioned by the school at Carlisle Barracks.*? 
The Surgeon General experienced difficulty in placing Negro members of 
the Medical Administrative Corps. In early 1943, the War Department, at 
his suggestion, established a pool of 100 Negro Medical Department officers at 
Fort Huachuca. The Surgeon General controlled the assignment, relief, and 
transfer of officers assigned to the pool. Those in it were used in the local 
station hospital, the 93d Infantry Division, and in other duties at that station 
while awaiting transfer to other posts.®* But The Surgeon General had 
trouble in finding assignments elsewhere for many Medical Administrative 
Corps officers in the pool. His Office finally arranged with the Army Ground 
Forces to have certain numbers attend the special basic course for infantry 
officers. The understanding was that those who completed the course satis- 
factorily would be detailed to the infantry; at least 16 and possibly more were 
so detailed; the remainder were returned to the pool at Fort Huachuca.™ 


St (1) Memorandum, Services of Supply (Assistant Chief of Staff for Operations), for The Surgeon 
General, 16 Jan. 1943, subject: Sanitary Companies. (2) Memorandum, Col. W. A. Hardenbergh, 
Office of The Surgeon General, for Brig. Gen. L. B. McAfee, Office of The Surgeon General, 25 Jan. 
19438, subject : Use of Medical Sanitary Companies. 

82 (1) Annual Reports, Army Service Forces Training Center, Camp Barkeley, Tex., 1944—45. 
(2) Strength of the Army, 1 Apr. 1945. Prepared for War Department General Staff by Machine 
Records Branch, Office of The Adjutant General, under direction of Statistical Branch. 

83 (1) Memorandum, Office of The Surgeon General (Col. F. B. Wakeman, Director of Training), 
for Director of Training, Services of Supply, 10 Mar. 1943, subject: Training Pool for Colored Medical 
and Dental Officer Personnel, with endorsement thereto, 8 June 1943. (2) Memorandum, Lt. Col. 
D. G. Hall, Office of The Surgeon General, for Colonel Wickert, Office of The Surgeon General, 
20 Mar. 1943. (3) War Department Circular No. 132, 8 June 1943. 

84 (1) Weekly diary, Sanitary Corps and Medical Administrative Corps Section, Classification 
Branch, Military Personnel Division, Office of The Surgeon General, for weeks ending 3 Mar. and 
11 May 1945. (2) Semiannual History of Medical Administrative Corps and Sanitary Corps, Military 
Personnel Division, Office of The Surgeon General, U.S. Army, 1 Jan.-31 May 1945. (3) Semiannual 
Report, Records and Statistics Branch, Military Personnel Division, Office of The Surgeon General, 
U.S. Army, 1 July—31 Dec. 1944. 
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When hostilities came to an end in August 1945 and there appeared to be 
little likelihood of any demand for these Medical Administrative Corps offi- 
cers, the Surgeon General’s Office took steps to release them as being surplus 
to the needs of the Army.® 


Army Nurse Corps 


As to Negro members of the Army Nurse Corps, the Secretary of War in 
late 1943 committed himself to enlarging this group, which then consisted of 
about 200 individuals. The Surgeon General’s Office, however, argued that 
there was no apparent demand for more on the part of commanders and sug- 
gested that, before additional Negro nurses were commissioned the service 
commands and oversea theaters should be asked how many more they could 
use. °° Whether or not this suggestion was followed, more Negro nurses were 
actually brought in, especially during the recruiting drive at the beginning 
of 1945. 

During the early years of the war, Negro nurses had been restricted to 
the care of Negro patients and had therefore served with white nurses only in 
the two hospitals that for a time possessed wards devoted exclusively to the 
care of Negroes. Later, however, Negro nurses were assigned to work along- 
side white nurses in at least 16 hospitals in the United States, where they 
attended not only Negro but white patients. According to the report of one 
of these hospitals, ‘no case was found where a white patient objected to a 
colored nurse taking care of him.” *? 


Women’s Army Corps 


The early campaigns to recruit Women’s Army Corps members for the 
Medical Department seem to have resulted in the acceptance of few Negro 
women but there was a Women’s Army Corps detachment composed of Negroes 
stationed in at least one general hospital (Halloran) in 1948.88 Six and pos- 
sibly more Women’s Army Corps hospital companies were formed of Negroes 
in 1945 after the War Department General Staff had authorized this type of 
unit. They functioned at the following general hospitals: Lovell, Fort 
Devens, Mass.; Tilton, Fort Dix, N.J.; Halloran, Staten Island, N.Y.; Wake- 
man, Camp Atterbury, Ind.; Thomas M. England, Atlantic City, N.J.; and 
Gardiner, Chicago, Ill.°° 


s Memorandum, Chief, Classification Branch, Military Personnel Division, Office of The Surgeon 
General, to Chief, Personnel Service, Office of The Surgeon General (attention: Procurement, Separa- 
tion, and Reserve Branch, Office of The Surgeon General), 3 Sept. 1945, with endorsement thereto, 
8 Oct. 1945. (2) War Department Circular No. 290, 22 Sept. 1945. 

86 (1) Memorandum, Maj. Gen. W. D. Styer, Army Service Forces, for The Surgeon General, 
14 Dee. 1943, subject: Utilization of Negro Nurses. (2) Memorandum, Brig. Gen. R. W. Bliss, Chief, 
Operations Service, Office of The Surgeon General, for Commanding General, Army Service Forces 
(attention: Planning Division), 27 Dec. 19438, subject: Utilization of Negro Nurses. 

87 (1) See footnote 52, p. 313. (2) Annual Report, Station Hospital, Camp Livingston, La., 1944. 

88’ Annual Report, Halloran General Hospital, N.Y., 1943. 

® Directory of the Army of the United States (Exclusive of Army Air Forces and Attached 
Services), 1 Sept. 1945. 
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This did not represent any great demand for Negro enlisted women on the 
part of Medical Department commanders. The Enlisted Branch of the Sur- 
geon General’s Military Personnel Division reported in the fall of 1944 that 
with one exception there had been practically no demand for these women and 
“it has been found almost impossible to find suitable assignments for the few 
that had been enlisted. Many of the few installations that do have colored 
WAC’s seem desirous of releasing them.” °° On the other hand, the surgeon of 
one service command reporting for 1943 declared: “Especial mention should be 
made of the success had in this service command with colored enlisted 
women.” ** 


Demands for Use of More Negro Medical Officers 


During the emergency period and the war, Negro leaders and others urged 
that more Negro members of the medical profession, especially doctors and 
nurses, should be brought into the Medical Department.*? The Surgeon Gen- 
eral’s Office gave a number of reasons why the use of Negroes was limited as 
to numbers and range of jobs. One was the substandard ratings of the Negro 
professional schools.°* Another was the results of the Army General Classi- 
fication Tests, which were unfavorable to Negroes. These and the proposed 
demobilization of certain Negro combat units for lack of intelligence were 
cited as reasons for assigning most of the Medical Department’s quota of 
enlisted Negroes to the sanitary companies.** 

Moreover, with reference to Negro doctors, the Office of The Surgeon 
General had pointed out even earlier that the Army’s requirements would have 
to be considered in relation to civilian needs and that the ratio of physicians to 
population was smaller in the case of Negroes than in that of whites. 

In the course of the war, it became plain that, despite the insistence by 
Negro doctors and their professional organization that the Army accept them, 
the country’s total supply of Negro doctors was not great enough to spare 
many from civilian life. Estimates of the number of Negro physicians in the 
country ranged from about 3,300 to about 5,000. As late as October 1942, 
using a figure of 3,800, the Assistant Civilian Aide to the Secretary of War, 
Truman Gibson, stated that about 25 percent of the 1,900 who were practicing 
in the North “could be rather easily spared for Army service” and that about 
5 percent of the 1,900 practicing in the South could be spared. This would 
give a total of 570, in addition to those already in service, although it is almost 


% History, Enlisted Personnel, Military Personnel Division, Office of The Surgeon General, U.S. 
Army, July-September 1944. 

%1 Annual Report, Surgeon, Fifth Service Command, 1943. 

2 Memorandum, Maj. Gen. James C. Magee, The Surgeon General, for Assistant Chief of Staff, 
G-1, 17 Mar. 1941, subject: Synopsis of Meeting Held Between The Surgeon General and Repre- 
sentatives of Negro Medical Association, 7 Mar. 1941. 

% Letter, Brig. Gen. Albert G. Love, USA (Ret.), to Col. John B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 29 Nov. 1955. 

% See footnote 79, p. 320. 

% Memorandum, The Surgeon General (Col. G. F. Lull), for Colonel Wharton, G—1, 28 Dec. 1940. 
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certain that not all of these could have qualified physically for Army service 
or would have volunteered for it, even though the Procurement and Assignment 
Service had classified them as available. The Chief of The Surgeon General’s 
Personnel Service confirmed the 25-percent estimate of availables in June 1943 
when he stated that 75 percent of the names of applicants which he submitted 
to a member of the Subcommittee on Negro Health of the Procurement and 
Assignment Service were turned down as being needed in their respective 
commuunities.°° 


UTILIZATION OF PRISONERS OF WAR AND NATIVE LABOR TROOPS 


Zone of Interior 


In accordance with the provisions of the Geneva Convention of 1929, the 
Medical Department as well as other branches of the Army used captured 
enemy personnel as they became available in this country. The two categories 
of such personnel assisted the Medical Department in different ways. ‘“Pro- 
tected” personnel, which included enemy nationals who had been employed 
in medical work, took over to an increasing extent the care of the sick and 
wounded of their own nationality, under the administration and supervision 
of members of the U.S. Army Medical Department. Except in cases of emer- 
gency, protected personnel were not to treat U.S. Army personnel who might 
be patients in the same hospital.®°* ‘“Nonprotected” prisoners of war were used 
for other types of work according to their capabilities, the Medical Depart- 
ment’s need, and the stipulations of the Geneva Convention as to the kind of 
duties they might perform. 

In 1945, the War Department directed that protected personnel should be 
assigned to each service command in the ratio of 2 doctors, 2 dentists, and 6 
enlisted men for each 1,000 prisoners. This quota did not include protected 
personnel in general hospitals that cared for sick and wounded prisoners of 
war.°> As early as November 1943, the Secretary of War had directed that 
maximum use be made of enemy personnel in the care and treatment of 
prisoners of war of their own nationality and that so far as possible U.S. medi- 
cal personnel should be relieved from duty in prisoner-of-war hospitals, wards 
and dispensaries.®°° In 1945, the question arose as to whether this injunction 
was being followed to the letter. 

The two general hospitals devoted exclusively to the care of prisoners of 
war (Prisoner of War General Hospital No. 2 at Camp Forrest, Tenn., and 


*® Report of the Surgeon General’s Conference With Chiefs, Medical Branch, Service Commands, 
14-17 June 1943. 

* War Department Technical Manual 19-500, “Enemy Prisoners of War,” 5 Oct. 1944, with changes 
thereto. 

** Annual Report, Prisoner-of-War Liaison Unit, Office of Provost Marshal General, 1945. 

* War Department Prisoner-of-War Circular No. 6, 6 Nov. 1943. 
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Glennan General Hospital, Okmulgee, Okla.) for a time possessed duplicate 
staffs of American and German personnel.’” Liberal use of American per- 
sonnel along with protected personnel also seems to have characterized other 
hospitals receiving prisoner-of-war patients, for in February 1945 The Surgeon 
General sent a message on the subject to four service commands. Data in his 
Office, he stated, showed continued assignment of considerably more Ameri- 
cans to prisoner-of-war hospitals than appeared to be necessary if protected 
personnel were fully utilized; the needs of American patients made it essential 
that all American personnel at these hospitals beyond the minimum required 
for supervision be assigned elsewhere. The Surgeon General seems to have 
found it necessary to repeat this admonition five months later, in July 1945. 
At that time, a total of 345 officers and 3,300 enlisted men had been certified as 
protected personnel in the nine service commands.*™ 

“Nonprotected” prisoners of war as distinct from protected personnel 
performed a variety of tasks in hospitals and other Medical Department 
installations. One service command reported that it was using them to the 
number of 191 officers and 2,875 enlisted men for cleanup work, care of grounds, 
landscaping, and mess duties. Hospital authorities seem to have found the 
work of prisoners of war generally satisfactory. The Director of Personnel 
at Valley Forge General Hospital, Pa., Capt. Francis E. Baker, MAC, went 
so far as to say: “As the prisoners of war learned their assigned jobs and 
became accustomed to the required standards, their services became invaluable 
and in almost every instance supervisors preferred them to any other type 
of personnel.” 1°? 


Oversea Theaters 


As in the Zone of Interior, the Medical Department overseas availed itself 
of the services of prisoners of war, using them in construction as well as in the 
operation and maintenance of medical installations. Prisoners of war used 
in these ways were in addition to those protected personnel who were generally 
assigned only to prisoner-of-war hospitals or to prisoner-of-war wards in Army 
hospitals. Prisoner-of-war labor, as long as hostilities endured, was important 
only in the European and North African theaters, since few or no Japanese 
captives were used by the Medical Department until after V-J Day, except 
to care for Japanese prisoner-of-war patients. *°° 


10 See footnote 52, p. 313. 

101 See footnote 98, p. 324. 

102 (1) Annual Report, Highth Service Command, 1945. (2) Annual Report, Valley Forge General 
Hospital, Pa., 1945. (3) See footnote 52, p. 313. 

103 (1) Letter, Col. I. A. Wiles, to Col. C. H. Goddard, Office of The Surgeon General, 17 Sept. 1952, 
and letter, Col. Paul O. Wells, to Col. C. H. Goddard, 26 Sept. 1952. (2) The sections which follow, 
dealing with prisoners of war and native labor troops, are based largely on a manuscript account of 
“Medical Department Utilization of Civilian and POW Labor Overseas in World War II,’’ prepared 
under the supervision of the authors of this volume by Cpi. Alan M. White. 
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Italian service troops 


After the Italian armistice on 8 September 1943, Italian prisoners of war 
were organized into “Italian service units” under tables of organization and 
equipment established by the War Department. Some of these organizations, 
including “Italian sanitary companies” set up under TOE 8-117 (the only 
Medical Department table of organization utilized to establish Italian service 
units), were assigned to Army hospitals and other medical units throughout 
the communications zone, largely to supply common labor; although, occasion- 
ally, these units contained medical technicians or skilled artisans whose services 
were especially valuable. 

Normally, at least one Italian sanitary company, consisting of approxi- 
mately 3 officers and 115 enlisted men, would be assigned per general hospital, 
and frequently this company would be augmented by a platoon or more of 
a second. Such assignments usually meant the discharge of at least an equal 
number of Arab, French, or Italian civilians since it was more advantageous 
for the Medical Department to use personnel under military control who 
could be given longer and more thorough training in their duties. The fact 
that they could be required to work longer hours than civilian employees and 
could be moved with units to new locations probably reinforced their accepta- 
bility. Many commanders felt that Italian troops exhibited superior efficiency 
and a more cooperative attitude than civilians. Few, if any, disciplinary 
problems were encountered in the use of these troops, and they were described 
as “honest, industrious, and faithful,” “willing and cooperative,” and having 
“rendered inestimable service.” 

In addition to the Italian troops, Yugoslav service troops, who had been 
brought by the Germans to Sardinia as forced labor, “because,” by all accounts, 
“the most effective and dependable source of labor available in the theater,” 
when. their “detested” Italian officers were replaced by Americans and they 
were given proper nourishment and medical care. 

On 1 May 1945, medical service-type units in the Mediterranean theater 
employed more than 400 civilians and approximately 5,000 prisoners of war 
(table 21). 

The invasion of southern France in August 1944, which was based on the 
North African theater, brought some Italian service troops into the European 
theater. However, they played a comparatively insignificant role in the latter 
area. In June 1945, they accounted for but 1.8 percent of the entire Medical 
Department communications zone personnel (exclusive of headquarters installa- 
tions), the corresponding figure for the Army as a whole being 3.5 percent 
(table 23). 


German prisoners of war 


During the Normandy campaign (June and July 1944), German prisoners 
of war were used as litter bearers, sanitary details, and other “general work” 
at the evacuation hospitals of the First U.S. Army. Usually, 40 of these 
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men were assigned to each evacuation hospital. In August and September 
1944, the Third U.S. Army used 40 prisoners of war per 400-bed evacuation 
hospital, 50 prisoners of war per 750-bed evacuation hospital, and about twice 
that number in each medical depot company. The general policy of the theater 
was that prisoners of war in the evacuation hospitals could be retained 7 days 
only, at the end of which period they had to be exchanged for a new group of 
prisoners. However, after October 1944, evacuation hospitals and medical 
depots in the Third U.S. Army were permitted to retain prisoners “after 
proper screening” for an indefinite length of time. The successful use of 
prisoners of war in the First U.S. Army evacuation hospitals during the early 
stage of continental operations suggested their further use in communications 
zone medical installations, and they were used extensively at general hospitals 
and depots on the Continent. 

Probably, the average number of German prisoners used per general 
hospital was 250-300, although there are many instances where more were 
assigned. The 813th Hospital Center at Mourmelon, France, in 1945 had 
7,321 German prisoners of war working in its 10 general hospitals. In April 
1945, German prisoners of war working for the Medical Department in non- 
headquarters installations of the communications zone of the European Theater 
totaled nearly 40,000. In May, this number increased considerably, perhaps 
because of redeployment of Medical Department troops. At the end of August, 
it amounted to 29 percent of the entire Medical Department personnel of the 
zone. Nevertheless, this proportion was smaller than the equivalent ratio 
for all branches of the Army, the same being true of all other months between 
June and October. The actual number used also began to decline after May, 
and whereas in the months April-June, inclusive, the Medical Department 
was utilizing in the vicinity of 13-15 percent of all nonheadquarters communi- 
cations zone prisoner-of-war labor, this percentage fell well below 10 percent 
in subsequent months (table 23). 

In the United Kingdom Base Section, the original plan was for 10 
hospitals to use 250 German prisoners each and 30 hospitals to use 50 each; 
it was later decided that 100 was the minimum number that could be profitably 
utilized in a single hospital. In this base section, however, the Medical Depart- 
ment made little use of such labor until March 1945, but, thereafter, its 
importance increased greatly. Even in May 1945, however, when more 
than 40 percent of nonheadquarters Medical Department communications zone 
troops were stationed in the United Kingdom, only slightly more than 15 
percent of the German prisoners used in nonheadquarters communications 
zone medical installations were located there (table 23). 

German prisoners of war performed the same general duties for the 
Medical Department as did civilian employees; that is, primarily manual 
labor (fig. 39). Sometimes this included ward duties although, generally, 
they were not employed in such duties. Enlisted prisoners with experience 


1o¢ For the first half of 1945 the hospital employment figures were as follows: January, 317 ; Feb- 
ruary, 415; March, 2,525; April, 5,726; May, 8,228; and June, 7,236. 
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Ficure 39.—German prisoners of war assist in unloading a hospital 
train. Liége, Belgium, 18 March 1945, Hospital Train No. 8. 


in repair and maintenance of medical equipment were assigned to many of the 
medical depot companies in the theater. 

In 1944 on the Continent, medical units drew their prisoner labor from 
the nearest prisoner-of-war stockade. In the communications zone, such en- 
closures were constructed at or near most general hospitals. As the need for 
prisoner labor increased, the European theater organized it in a more formal 
manner than previously. A directive of 2 October 1944 assigned to the base 
section commanders of the communications zone the responsibility for “forma- 
tion of POW’s into labor companies of approximately 250 each,” and “military 
labor service companies” were organized accordingly. U.S. officer and enlisted 
personnel were attached to the prisoner-of-war labor companies for adminis- 
tration and supervision.” Displaced persons were recruited to replace Amer- 
ican units on guard duty with the prisoners-of-war labor companies. In 1945, 
the 10 general hospitals of the 818th Hospital Center employed 935 Dutch 
guards and 788 Polish women. 


10 Lewis, George G., and Mewha, John: History of Prisoner of War Utilization by the U.S. Army, 
1776-1945. Washington: U.S. Government Printing Office, 1955. [DA Pamphlet 20—213.] 
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In Italy, German prisoners of war were available only in isolated cases 
for Medical Department work before the end of the fighting in that country 
(2 May 1945) but many were used to replace civilians and Italian troops in 
Army hospitals in the summer of 1945. Indeed, German prisoners of war 
were regarded as the most skillful, efficient, and cooperative of all local labor 
groups at least in Europe. 


Native labor troops 


In addition to displaced persons and prisoners of war the Medical Depart- 
ment was able to obtain the services of native labor troops in certain areas. 
During the latter part of the war, such troops were sent into Assam from 
southern India and used by a medical supply depot.?°° 

After the capitulation of Italy and the assumption by the Italian Gov- 
ernment of a quasi-Allied status, that government supplied troops to the 
Medical Department who, unlike the Italian service unit personnel, were not 
technically prisoners of war. These were used in the combat zone of the Medi- 
terranean theater; as has been stated, the service units were not expected to 
serve in that zone. Most evacuation hospitals in that theater had from 30 to 
60 Italian soldiers working for them. Some Italian soldiers were reluctant 
to serve as litter bearers in forward areas but others performed this function 
with skill and courage. The attachment of the so-called military companies 
to Army malaria control detachments, where “they were organized as labor 
crews for ditching, larviciding and house spraying,’ was said to be “very 
satisfactory” and to have “enabled the control units to increase their work 
schedules many fold.” 


MORALE FACTORS IN EFFICIENT UTILIZATION OF PERSONNEL 


Living and working conditions in the Army were sufficiently different 
from those in civilian life as to require considerable adjustment on the part of 
the new officer or soldier, whatever his branch of service. Conditions overseas 
might make the problem of adjustment a good deal more difficult. Very fre- 
quently prolonged service in unfamiliar surroundings was in itself a depressing 
factor. Even a year overseas was long enough for some Medical Department 
officers to reveal a distinctly “fed-up” attitude toward their environment, al- 
though the dissatisfaction appeared more often after a period of 18 months. 
The extent to which the condition manifested itself differed among individ- 
uals and probably many escaped it altogether. Others showed loss of interest 
in routine duties, irritability, and general inefficiency. Nurses found the 
first year of their service overseas both interesting and stimulating despite the 
attendant hardships and discomforts. At the end of 18 months of service, 


106 Letter, Lt. Col. Irvine H. Marshall, to Col. C. H. Goddard, Office of The Surgeon General, 1 Aug. 
1952. 
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however, nurses serving in forward hospitals began to display signs of rest- 
lessness and homesickness. Enlisted men of the Medical Department dis- 
played similar signs of discomfort, but when these most frequently appeared 


has not been ascertained. 


Methods of Combating Morale Problems Overseas 


Value of continued professional activity 


Despite war weariness, the effect of long stays overseas was mitigated 
in the case of nurses if they had a sufficient amount of satisfactory work to 
keep them busy. Morale remained at a high level when the patient load and 
demands for the services of these women were heaviest. When there was little 
to do, it dropped drastically even after hostilities had ceased, as in the Euro- 
pean theater in July 1945. Nurses were also anxious to care for battle casual- 
ties. Those who found themselves on protracted duty in Panama, for example, 
were unhappy because they had no opportunity to do so. Thus, although 
nurses could expect to withstand the conditions in rear areas for as long as 2 
years without suffering harm, they were eager for forward duty, and their 
morale sagged when it was denied them. Many combat unit nurses were reluc- 
tant to move into rear areas, although they were unable to escape the wearing 
effects of the service they were performing.’ 

The value in terms of morale of keeping personnel busy in the professional 
tasks to which they were primarily suited was not confined to nurses. It was 
of demonstrated weight in the case of medical officers and others. When the 
immediate professional duties were not sufficient for the purpose, as well as 
at other times, library facilities, the circulation of professional journals, clubs 
for the discussion of such periodicals, and professional conferences and meet- 
ings all served to bolster morale. In the European theater, before D-day, 
a number of opportunities for professional refreshment were afforded: A 
theater medical society and several area medical societies meeting at short inter- 
vals; an Inter-Allied medical society which met in London every month and to 
which the Chief Surgeon could order 200 medical officers, thus affording them 
transportation; and weekly visits to the great teaching hospitals in London 
for 10 officers at a time. After V-E Day, groups from the European theater 
were sent to medical centers all over western Europe.?°* 

In 1948, the Twelfth Air Force reported from the North African theater 
that among its medical personnel flight surgeons, being intensely interested in 
aviation medicine and flying, had shown the least staleness and loss of morale. 


17 (1) History of Medical Department Activities in the Caribbean Defense Command in World 
War II. [Official record.] (2) See footnote 45(2), p. 306. (3) Parsons, Anne F.: History of the 
Army Nurse Corps in the Mediterranean Theater of Operations, 1942-45. [Official record.] (4) 
Annual Report, 814th Hospital Center, European Theater of Operations, U.S. Army, 1945. (5) Report, 
Lt. Col. Alan P. Parker, MC, Executive Officer, 38th General Hospital, on Medical Department 
Activities in the Middle East, 23 Dee. 1943. 

108 Letter, Maj. Gen. Paul R. Hawley, USA (Ret.), to Col. John B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 12 Mar. 1956. 
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On the other hand, dental officers in the Air Forces, although they were en- 
gaged in work quite similar to that which had occupied them in civilian life, still 
developed mental depressions of varying degree. Even the interest of flight 
surgeons in their work began to wane after they had been overseas in excess 
of 20 months." It was in respect to nurses that the value of continued pro- 
fessional activities as a means of maintaining morale was considered greatest ; 
nevertheless, even in their case, these activities served only to retard the cumula- 
tive effects of prolonged oversea service.” 


Recreation 


Personnel of the Medical Department, under other than combat conditions 
and just as in other branches of the Army, usually had access to various types 
of recreational facilities, including officers’ and enlisted men’s clubs, which 
were provided as a means of maintaining morale and alleviating the adverse 
conditions under which troops had to live in oversea theaters. Indeed, because 
of their proximity to the facilities provided for patients, Medical Department 
troops were perhaps better off in regard to spectator activities than those of 
most other arms and services. Recreational facilities of course were not always 
available. This was true particularly on some of the small islands in the Pacific. 
On Guam, for example, there were few recreational facilities and no club.™ 


Leaves, furloughs, and reassignments 


Besides steady occupation and proper recreation, another means of restor- 
ing morale and efficiency was temporary or permanent relief from assigned 
duties. This could be accomplished without discharging a man from the serv- 
ice, by various administrative means which were used by the Medical Depart- 
ment as by other branches of the Army. Only scattered data are available 
as to the extent to which these devices were used overseas. Among them were 
leaves of absence for officers and their equivalent, furloughs, for enlisted men, 
both of which however were probably of much shorter duration, as a rule, than 
the standard 7 days in 4 months suggested by the field service regulations. 
Several medical officers who saw service in the Pacific and Mediterranean 
theaters believe that medical personnel in those areas fared about the same as 
others with respect to leaves and furloughs, although distances in the Pacific 
sometimes made return from leave areas unpredictable.*’* 

10 (1) Report, Col. Abram J. Abeloff, MC, on Medical Department Activities in the Persian Gulf 
Command, 29 May 1945. (2) Flick, John B.: Activities of Surgical Consultants, Pacific Theater, 
In History of Pacific Ocean Areas and Middle Pacific. [Official record.] (8) Annual Report, Surgeon, 
Twelfth Air Force, 1943. (4) Letter, Col. W. F. Cook, Surgeon, to Maj. Gen. D. N. W. Grant, Air 
Surgeon, Army Air Forces, 8 Aug. 1944. 

110 (1) Stone, James H.: History of the Army Nurses, Physical Therapists, and Hospital Dieti- 
tians in India and Burma. [Official record.] (2) Annual Report, 36th General Hospital, 1944. 

111 (1) See footnote 109. (2) 'The annual reports of hospitals during the war mentioned the 
sharing of facilities with patients. 

112 (1) Letter, L. K. Pohl, MC, USAF, to Col. C. H. Goddard, Office of The Surgeon General, 
1 Aug. 1952. (2) Letter, G. H. Yeager, to C. H. Goddard, Office of The Surgeon General, 29 Sept. 


1952. (3) Letter, T. C. Keramides, to Col. C. H. Goddard, Office of The Surgeon General, 12 Sept. 
1952. 
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Reassignment in or outside an individual’s organization and detached 
service or temporary duty away from it were other means of relief from assign- 
ments involving heavy strain, although, unlike leaves and furloughs, they 
served various additional purposes. Reassignment was practiced extensively 
within the Medical Department overseas as well as in the United States and 
between the United States and oversea areas. 


Rotation 


In popular parlance within the Army, some of the forms of transfer or 
reassionment—such as placing oversea personnel on temporary duty in the 
United States when that practice was instituted as a policy toward the end of 
the war—were loosely comprehended in the term “rotation.” As defined by 
War Department Circular No. 58,9 February 1944, rotation was “the exchange 
of personnel in theaters for replacements furnished from the United States as 
substitutes therefor in accordance with advance requisitions submitted peri- 
odically by theater commanders.” Rotation within the theaters, to which the 
directive also referred, was presumably to be understood as also requiring the 
provision of substitutes for persons being sent elsewhere, in accordance with 
advance requisitions submitted by the units from which the transfers were to 
be made. An earlier directive (28 June 1948) was the beginning of an Army- 
wide rotation policy. Among the persons it specified as eligible for transfer 
to the United States were (1) those “whose morale or health has been adversely 
affected by prolonged periods of duty under unusually severe conditions, even 
though not requiring hospitalization,” and (2) those whose experience and 
training would make them useful “in the training and formation of new units, 
or for other purposes.” The directive of February 1944 added a third 
category—“personnel considered by the theater commander as deserving of 
such return.” Both circulars provided that persons in the first category be 
returned to the United States only when their effectiveness could not be restored 
by rotation within the theater. In general, theater commanders were directed 
to rotate personnel within their jurisdiction in order to maintain the efficiency 
of their commands. 

The Medical Department had practiced intratheater rotation to some 
extent even before the Army-wide policy was instituted. In the European 
theater, a program involving temporary exchanges of medical officers of com- 
pany grade between the 5th General Hospital and tactical units training in 
Northern Ireland was carried on as early as 1942. Although the advantages 
of the scheme were generally acclaimed, a wider application of it did not 
follow for a long time.1® 

On 30 September 1943, 3 months after the first War Department directive 
favoring intratheater rotation appeared, instructions to apply it to medical 


18 Middleton, W. S.: Medicine in the European Theater of Operations. Ann. Int. Med. 26 : 191-200, 
February 1947. 
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officers in the China-Burma-India theater were issued by the theater com- 
mander. Under these regulations, officers of the Medical Corps who had served 
with troops in the field for more than 12 months might apply for transfer to 
hospital duty, and officers with at least the same amount of service in hospitals 
might request transfer to a combat unit. In general, however, such rotation was 
not to be applied to specialists and flight surgeons, nor were applications for 
transfer to be approved if the transfer would lower the efficiency of a unit en- 
gaged in combat or one about to become so engaged. Each commander was di- 
rected to effect transfers within his own command if it was possible to do so, and 
if applications were not forthcoming, he was instructed to initiate such trans- 
fers as he believed good for the service.“ 

It was not until a year later that this policy was formally adopted by the 
Medical Department in the European theater. Two types of intratheater 
rotation were formulated by the theater surgeon. Permanent rotation from 
ground force units to communications zone installations was provided for 
officers and men who had served with line units for extended periods and whose 
value to the medical service in the opinion of the respective army surgeons 
would be enhanced by such reassignment. At the same time, rotation of 
specialists was introduced. Specialists were to be transferred for a 3 months’ 
tour of duty from general and station hospitals to field and evacuation hospi- 
tals and auxiliary surgical groups operating in the army area, or vice versa. 
This program was adopted primarily for professional purposes, being de- 
signed to enable medical officers to follow the progress of their patients 
through various echelons of treatment.” 

Precisely how much advantage was taken of these programs is not known, 
but it is certain that they were curtailed as a result of the German counter- 
offensive of December 1944. At that time, as has been stated the communica- 
tions zone was called upon to supply large numbers of officers and men to army 
units without receiving replacements in return. The permanent type of rota- 
tion was especially affected by this development."* Nevertheless, on 5 Jan- 
uary 1945, theater headquarters again authorized rotation of Medical Depart- 
ment officers and enlisted men between army area and communications zone 
units. The minimum period of service in a field army unit required to estab- 
lish eligiblity for such rotation was 1 year, of which 3 months had to be sub- 
sequent to D-day. The age limit for men transferred to an army was fixed 
at 35, except in special cases, and they were to possess grades and professional 
or technical qualifications similar to those of the men they were replacing. 
Before a man could be transferred from an army to the communications zone, 
his replacement had to be immediately available. The monthly quota of trans- 


144 Circular No. 75, Headquarters, Rear Echelon, U.S. Army Forces, China-Burma-India, 30 Sept. 
1943, subject: Rotation of Officers. 

15 (1) See footnote 36, p. 303. (2) Annual Report, Professional Service Division, Office of The 
Chief Surgeon, European Theater of Operations, U.S. Army, 1944. 

116 See footnote 36, p. 303. 
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fers for each army was fixed at 5 Medical Corps officers, 5 other Medical De- 
partment officers, and 25 enlisted men." 

Intratheater rotation of medical officers was practiced in the North 
African-Mediterranean theater as early as 1943. Company grade officers in 
combat units who were more than 35 years of age were moved to communica- 
tions zone units and replaced, insofar as possible, by general service officers 
under 30. In most cases personnel wounded in combat or otherwise hospital- 
ized also were reassigned to the communications zone if they so desired. ‘Two 
or more years of constant field service, especially if a part of this was rendered 
in combat, gave an individual a strong claim to rotation from a field unit to 
a communications zone hospital. 

In the Mediterranean theater, it was reported that, up to 1 March 1945, 
365 Medical Corps officers had been rotated between field units and communi- 
cations zone hospitals. The impression of a former consultant in the theater was 
that more officers moved from field units to hospitals than in the opposite direc- 
tion and that the losses of the former were made up by requisitioning replace- 
ments from the Zone of Interior..° In view of the charge that Zone of Inte- 
rior replacements in the theater were scarce during the Italian campaign, 
there is some doubt as to how well the process of replacement was 
accomplished. 

In the European theater, the exchange of personnel within the theater was 
not without its morale problems. Difficulties arose when men with relatively 
high rank who had served in forward units were rotated to establishments 
further in the rear where they outranked personnel with greater experience 
and talent in specialized work.'*° This situation has been attributed at least 
in part to the fact that interchangeability of personnel, as regards rank, was 
less possible in table-of-organization general hospitals than in evacuation 
hospitals."*4 

Not much information is available about the amount of rotation of Medical 
Department personnel between the theaters and the Zone of Interior. In early 
1945, The Surgeon General asserted that the rate of rotation of medical officers 
from oversea theaters had been much higher than that of any other arm or 
service. *? Yet there were complaints that the rotation of both medical officers 


47 Letter, Brig. Gen, R. B. Lovett, Adjutant General, European Theater of Operations, to Com- 
manding General, each Army Group, and Commanding General, each Army, 4 Jan. 1945, subject: 
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48 Letter, Stewart F. Alexander, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. 
Army Medical Service, 8 Dee. 1955. 

49 Letter, E. D. Churchill, to Col. C. H. Goddard, Office of The Surgeon General, 4 Sept. 1952, 
with extract from Lt. Col. M. E. DeBakey, for The Surgeon General, 5 Mar. 1945, subject: Report 
of Visit to the Mediterranean Theater of Operations. 

20 (1) Letters, to Col. C. H. Goddard, Office of The Surgeon General, from J. S. Skobba, M.D., 
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and other medical personnel was insufficient. About March 1944, the Surgeon 
of the Twelfth Air Force (Mediterranean theater), expressing his belief that 
“the rotation policy has not been adequate,” called attention to the fact that 
since the inception of that Force only one dental officer in it had been returned 
to the United States for any reason except medical.!”° 

In answer to criticism of the low rate of rotation of nurses, the Deputy 
Surgeon General pointed out that the rotation policy for these women was the 
same as that for other personnel.’** He stated that although the Surgeon Gen- 
eral’s Office had concurred in a special policy proposed by the Mediterranean 
theater whereby 30 nurses would be returned to the United States each month, 
sufficient replacements for these women could not be supplied. As there were 
approximately 2,500 nurses in the Mediterranean theater in November 1944, it 
is readily seen that 30 rotations a month would have benefited only a small 
percentage of the nurses in the theater. 

Despite widespread agreement on the physical and professional benefits of 
rotation, various medical commanders in the theaters saw drawbacks in the 
practice. They were disturbed by the prospect of losing an experienced mem- 
ber of a team and having to spend time training an inexperienced replacement. 
Such a task would, of course, be more difficult if the hospital or other type of 
unit was operating with a heavy patient load. The theaters, as already noted, 
had to wait until a replacement arrived before permitting a man to leave for 
the United States. Although authorities in the United States endeavored to 
send men with the same qualifications as those they were to replace, instances 
occurred in which the replacement lacked the attainments of the man being 
relieved.1”° 

The North African theater refused to rotate within the theater a man of 
particular value in either a combat zone or communications zone assignment.1”° 
With reference to oversea rotation, the theater surgeon in a statement issued in 
early 1944, declared that “only under unusual circumstances should key pro- 
fessional personnel be recommended for rotation. Chiefs of professional serv- 
ices, psychiatrists, surgeons, medical or surgical specialists should be considered 
as key professional personnel.” 127 There was a feeling in the theater that the 
policy of rotation had resulted in the loss during 1943 of many well-trained, ex- 
perienced medical officers, and that replacements frequently had been relatively 
inexperienced men.”* Asa result of this feeling, and of the theater surgeon’s 
directive, the more competent officers ceased to be nominated for rotation, which 
thus became a reward to the less deserving.’”® Indeed, in the European theater, 
the Chief Surgeon’s Office, while not actively discouraging intratheater rota- 
tion, long looked upon it with suspicion because it might lend itself to efforts of 
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commanders to rid themselves of undesirable officers or to create promotion 
opportunities for personnel within an establishment by requisitioning a re- 
placement in a grade lower than that of the individual to be rotated out of the 
unit."®° 

Toward the end of the war, the War Department adopted an alternative 
to rotation in the form of temporary duty in the United States. This gave the 
persons so assigned a break in oversea service without ending it for them en- 
tirely. One method by which this was accomplished, particularly in the case 
of nurses, was to assign the officers as medical attendants of patients being 
evacuated to the Zone of Interior and upon their arrival in the United States to 
grant them emergency leave.** 

Many officers in the Mediterranean theater preferred temporary duty in 
the United States to rotation, for they wished to continue as members of their 
units rather than be separated from them and risk being sent to another the- 
ater.°? Commanding officers recognized certain advantages to this temporary- 
duty assignment, for it not only permitted them to give their subordinates a 
leave at home without the necessity of obtaining a replacement beforehand, but 
also assured them of the return of experienced personnel after a time.*** In 
the very merits of the system, however, lay its disadvantages, for the same 
commander might be deprived of a valuable officer’s service for a period of 60 
to 90 days without any kind of substitute.1%4 

Thus, in the Mediterranean theater at least, commanding officers became 
increasingly favorable to rotation as a method which was more likely than 
temporary duty to provide them with replacements.'*> Perhaps they also felt 
that it was better to have fresh personnel than war-weary veterans of oversea 
service, even after a period of leave at home, particularly since the approaching 
termination of the war made it less necessary than formerly to depend on ex- 
perienced officers. 

Although rotation was of limited scope, its influence, according to Col. 
Stewart F. Alexander, a former chief personnel officer in the medical service of 
the North African theater and the Seventh U.S. Army, “was a vital factor in 
maintenance of morale * * *. The benefits * * * extended far beyond the 
actual number of men rotated. The men in forward or unfavorable areas often 
were dominated by the thought that they were doomed in perpetuity to their 
assignments. Rotation was a very concrete expression that higher echelons 
were interested in their problems, and was a potent influence for good. This 
was particularly true in that rather small but very important groups were de- 


180 Memorandum, Col. D. E. Liston, Office of the Chief Surgeon, European Theater of Operations, 
for Adjutant General, Personnel, European Theater of Operations, 11 Mar. 1944. 

181 (1) Annual Report, Chief Surgeon, U.S. Army Services of Supply, Southwest Pacific Area, 1944. 
(2) Annual Report, Surgeon, United Kingdom Base, Communications Zone, European Theater of Opera- 
tions, U.S. Army, 1944. 

182 (1) Annual Report, 43d General Hospital, 1944. (2) Annual Report, Surgeon, Fifth U.S. 
Army, 1944. 

183 See footnote 131 (2), above. 

184 (1) Annual Report, Surgeon, Mediterranean Theater of Operations, U.S. Army, 1944, vol. II. 
(2) See footnote 132 (2), above. 

13 (1) See footnote 1382 (2). (2) Annual Report, Surgeon, Fifth U.S. Army, 1945. 
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tailed overseas early in the war, when neither the physical aids nor the incen- 
tives of imminent victory were present.” 1° 


Authorization of a medical badge 


Promotion was not the only reward for exceptional service. In 1945, the 
Medical Department’s enlisted men and lower ranking officers who were serving 
with troops in combat received something approaching the recognition that had 
already been accorded infantrymen. For the latter, the War Department in 
October 1943 had authorized an Expert Infantryman Badge and a Combat 
Infantryman Badge, and in June 1944, Congress had awarded $5 a month extra 
pay to holders of the first and $10 a month to holders of the second.*** In late 
1944, a Medical Department observer returning to the Surgeon General’s Office 
after a visit to the European theater proposed serious consideration of increased 
pay for medical troops in the infantry. He added that many infantry com- 
panies made special arrangements by which medical aidmen were paid out of 
company funds, and said it was generally felt that such men did daily what, 
if the infantryman did it, would have brought him a Bronze Star award. 

As it happened, a special badge had already been proposed for the medical 
aidmen. On 1 March 1945, the General Staff authorized a Medical Badge to 
be worn by Medical Department officers of company grade, warrant officers, and 
enlisted men who were “daily sharing with the infantry the hazards and hard- 
ships of combat.” The badge could be temporarily withdrawn when the bearer 
was transferred or assigned outside the Medical Department to duties in which 
he might come into contact with the enemy. This, it was explained, was 
ordered so as not to impair the protected status of regularly assigned Medical 
Department personnel. In such cases, the right to wear the badge was restored 
on relief from combat duties or on reassignment to the Medical Department. 
The badge was of oxidized silver and showed a stretcher placed horizontally 
behind a caduceus with a cross of the Geneva Convention at the junction of the 
wings, the whole enclosed by an elliptical wreath 1 inch in height and 114 inches 
in length. Like all ground badges, it was worn on the left breast of the service 
coat, jacket, or shirt. At first, these badges were not awarded posthumously ; 
later, the badge might be awarded to any individual eligible to receive it who 
had been killed in action or died as a result of wounds received in action on or 
after 7 December 1941. In 1945, Congress authorized pay of $10 per month 
to enlisted men (but not officers) entitled to wear the badge.**® 

For bravery in action, in World War II, as well as for meritorious service, 
many personnel of the Medical Department received citations ranging from the 
highest award conferred by the U.S. Government, the Congressional Medal of 
Honor, to the Bronze Star medal—as well as decorations from foreign govern- 
ments. At least nine of these unarmed soldiers received the Congressional 
Medal of Honor (fig. 40). 

136 See footnote 118, p. 334. 
137 (1) War Department Circular No. 269, 27 Oct. 1948. (2) 58 Stat. 648. 


238 Army Regulations No. 600—70, 18 Apr. 1948. 
139 (1) War Department Circulars No. 66, 1 Mar. 1945, and 151, 23 May 1945. (2) 59 Stat. 462. 
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Figure 40.—Medical Departinent enlisted men awarded the Congressional Medal of 
Honor, in World War II. Upper row, left to right: Pfe. Desmond T. Doss, Okinawa; Pvt. 
Harold A. Garman, France; Pfc. Lloyd C. Hawks, Italy. Center row, left to right: Cpl. 
Thomas J. Kelly, Germany; Pvt. William B. McGee (died of wounds), Germany; Pfc. 
Frederick C. Murphy (killed in action), Germany. Lower row, from left to right: T4g. 
Laverne Parrish (died of wounds), Luzon, Philippine Islands; Pfe. Frank J. Petrarca (died 
of wounds), New Georgia, Solomon Islands; T5g. Alfred L. Wilson (died of wounds), 
France. 


CHAPTER XI 


Strength and Distribution of Military Personnel 


OVERALL STRENGTH 


Overall strength of the Medical Department and its military components 
during the emergency and war periods, in comparison with the strength of 
the Army as a whole, is shown in table 1. The figures include a sizable num- 
ber of Medical and Dental Corps officers who, though placed on active duty in 
1944, served in the Veterans’ Administration and, therefore, were not avail- 
able for Army duty (table 27). 


DISTRIBUTION, OVERSEAS AND IN THE ZONE OF INTERIOR 


Prior to the passage of the Selective Service Act in September 1940 and 
the Federalization of the National Guard, approximately 16 to 17 percent of 
the Medical Department’s personnel were serving overseas (table 28). With 
the expansion of the Army, large numbers of men were assigned to the Medi- 
cal Department, but since the vast majority of these remained in the Zone 
of Interior for training purposes, the proportion of the medical strength in 


TaBLEe 27.—Number of Medical Department officers assigned to the Veterans’ Administration, 
Januory 1944-J une 1946 


1944 1945 1946 
Month 
Medical Dental Medical Dental Medical Dental 
Corps Corps Corps Corps Corps Corps 
VOUT =. ae oe Se Ar |e ere a 1, 647 150 1310 160 
VEG) 5 12:1 pa el £3) ll blac a 1S 673 150 1,195 150 
ION She fe ee i i C100 ya ie eat 1, 669 155 1, 154 143 
Plies RASS ee ee 745 | | eee 1, 674 160 826 110 
ee ees Fee 856 79 1, 677 165 663 87 
iitomeeee serene ee ee FT 951 103 1, 676 165 569 78 
21 LiL) okie ek le a 998 115 1, 676 165 
ANIA RSS BF yo e Dar be 2 1, 124 122 1, 671 165 
Peptemiper tees: Lai eae kb eeu. 1, 180 130 1, 645 165 
re caleter s e S  e 1237 141 1, 565 165 
INGUIN ete. a= Se LS 1, 237 141 1, 495 170 
WeCembehres = 2222 Sod SS 1, 622 149 1, 356 160 


Source: ‘“Time Series on Medical Department Personnel by Corps, 1942-46,” furnished to Historical Division, Office 
of The Surgeon General, by Resources Analysis Division, Office of The Surgeon General, 24 January 1950, 
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oversea areas was considerably smaller in the months preceding Pearl Harbor 
than it had been a year earlier. The ratio of medical troops, and of service 
troops, in general, to total oversea strength also was low (table 29). After 
7 December 1941, the shipment of service troops abroad was accelerated, and 
the proportion of medical personnel to total oversea strength likewise increased 
very considerably (tables 29 and 30). When, in January 1944, major empha- 
sis again was placed on provision of combat troops, the rate of augmentation 
of medical personnel, in contrast to the earlier period, generally exceeded that 
of service troops as a whole (table 29). The ratio of medical to general Army 
strength overseas declined only slightly prior to V-E Day (table 31). Once 
the initial lag in shipment of medical troops was overcome, the percentage of 
total Army strength and the percentage of total Medical Department strength 
stationed in oversea areas were fairly equal (table 31). 


TABLE 28.—Oversea strength of the Medical Department, 30 June 1939 and 30 June 1940 


Oversea strength 1 Percent of worldwide 
strength 2 
Group st SS a eee 
30 June 1939 | 30 June 1940 | 30 June 1939 | 30 June 1940 
Medion! (Congsacet Asses cca eee 183 229 16. 7 14.5 
Denote Worpeew neato be ee be ee 42 57 19. 0 16. 1 
WEUNTIOATY, ROOM Ros. Sassen to ee eae 17 18 13.5 10.5 
Apnig: Maire Corps. Sete oo ee ere 110 138 16. 4 14. 6 
Iinlisted permennel 2225. ajc os os Cee sce een 2 AE Mencia eee | 


1 Annual Reports of The Surgeon General, U.S. Army. Washington: U.S. Government Printing Office, 1939 and 
1940. 
2 For worldwide strength, see table 1. To enlisted strength as shown there, 310 Philippine Scouts have been added. 
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TaBLE 29.—Development of Medical Department strength overseas, as compared with develop- 
ment of service strength, November 1941—September 1945 } 


Total Army Service strength Medical Department 2 
End of month Oversea Percent of Percent of 
strength 3 Number 4 total oversea Percent total oversea Percent 
(percent Army increase Army increase 
increase) 
1941 
BG] 1) Cre ce ie a (a 40, 234 ye gn ge See ae AB Sales seo 
1942 
ET 7) ea ae 98. 7 87, 178 26. 6 116. 7 5.8 138. 9 
iG Se Pe eee 83. 4 207, 266 34. 4 137.7 heal 124. 0 
September_.....---_- 36. 8 303, 808 36. 9 46. (iil ode 
1943 
SORBRSYooc= = =< 2s- 36. 1 462, 049 41.3 52. 1 7.9 49. 7 
pre e Seer ee aS 25. 0 618, 398 44. 2 53. 8 8. 1 28. 6 
ME > Se Sew e> <5. - 20.2 822, 167 46. 2 33. 0 7.8 23. 3 
eterno... <3-- 20. 1 1, 059, 839 49. 6 28. 9 8. 4 28.9 
1944 
A a 31.6 1, 376, 992 48. 9 29. 9 8. 5 32. 8 
L531 | Ea ere ee 26. 2 1, 695, 822 47. 7 23. 1 8. 5 25. 8 
JD a eee 15. 3 1, 957, 559 47.8 15. 4 8. 4 14. 5 
Oetoher = eS 13. 2 2, 148, 669 46. 3 9.8 8. 4 Use 6 
1945 
oT CST C02 5 ee ili ie 10. 5 2, 366, 840 46. 2 10. 2 8. 4 9.9 
fn) 9 1) Ns 5. 9 2, 463, 761 45. 4 4.1 8.3 4.5 
JUS ee —9. 9 2, 389, 223 49. 1 —2.7 8. 4 —8 8 
pepremiber.=-....-... —15. 5 2, 044, 607 49.5 | —14.7 Vege —21.7 


1 For purposes of comparability, all data for April, July, and September 1945 exclude personnel under the command 
of the Commanding General, Army Air Forces. 

2 For basic data, see table 31. 

3 For basic data, see table 31. 

4 Basic data for 30 November 1941 provided by The Adjutant General’s Strength and Accounting Branch, June 1958. 
All other basic data from “Strength of the Army” for dates corresponding to those shown; includes, in addition to the 
Medical Department, the following categories as shown in the sources: Chemical Warfare Service; Corps of Engineers; 
Signal Corps, Adjutant General’s Department; Chaplains Corps; Finance Department; Judge Advocate General’s 
Department; Ordnance Department; Quartermaster Corps; Inspector General’s Department; Military Intelligence; 
General Staff Corps; Warrant Officers; Transportation Corps (September 1942-September 1945); Military Police Corps 
(March 1942-September 1945); Specialists Reserve (June 1942-April 1945); Army Speciaiist Corps (September 1942); 
WAAC or WAC (January 1943-September 1945); Detached List and/or Detached Enlisted Men’s List (November 1941- 
October 1944); Not Member of a Branch/or Branch Immaterial (June 1942-September 1945); unassigned and miscellaneous 
detachments (November 1941-March 1942). Personnel shown under “service strength’? minus those in the Corps of 
Engineers, Signal Corps, and Chemical Warfare Service. ‘These originally were grouped with the combat arms, 
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Appendix to Table 31—Continued 
Adjusted Medical Department strength in individual oversea areas, 31 July 1944-80 September 1945 


Area 


Caribbeats si5 ose 2 2 A ok A | 5 SS ea 
Bouth Atiantic...<-. 22 scl ac a ee 


North Amoenicas Solos s< 2on er ee eee 
PASE A. 2225 tee eS Ss et ek ie eee ten ee 


Persian (Quiles. 2 Sco. esa ens Spee eee ee eee 
@hina-Burma-India: 2... 2... cece ee 
South west: Paciic Area. .-...<2..ceuncee en ee eee 
Pacific Ocean Areas: ---2 sere ooo ee eee 


See footnotes at end of table. 


PERSONNEL 


Air Transport Command 


Adjusted strength 
Medical 
Total Total? 
Number Rate ! 
31 July 1944 
36, 494 1, 344 52 9, 679 
74, 749 4,126 55 3, 568 
72, 803 4, 278 59 631 
6, 063 581 96 2, 601 
1, 773, 891 159, 348 90 3,277 
729, 084 56, 099 77 5,027 
15, 746 1, 313 83 6, 143 
28, 774 2, 228 77 478 
157, 540 12, 622 80 14, 900 
666, 568 60, 181 90 2, 060 
395, 854 34, 368 87 3, 558 


33, 004 
62, 502 
69, 836 

5, 035 


2, 208, 756 


719, 324 
16, 839 
28, 572 

182, 562 

705, 529 

422, 482 


29, 847 
51, 542 

70, 787 

4, 907 

2, 836, 481 
517, 470 
17, 263 
27, 409 
216, 358 
753, 816 
427, 086 


1, 449 
3, 592 
3, 730 
500 
198, 503 
55, 628 
1, 292 
2,047 
15, 692 
61, 706 
34, 389 


1, 355 
2, 741 
3, 841 

421 
255, 770 
38, 764 
1,329 

1, 989 
18, 864 
62, 762 
35, 160 


31 October 1944 


44 10, 824 
57 3, 848 
53 570 
99 2, 324 
90 5,173 
77 7, 106 
77 7, 553 
71 862 
86 23, 148 
87 4, 494 
81 6, 534 
31 January 1945 
45 10, 762 
53 3, 857 
54 556 
86 2, 254 
90 7, 442 
75 9, 802 
77 7, 933 
73 1, 327 
87 29, 102 
83 4, 362 
82 6, 289 


strength 


Medical 


Number] Rate! 


194 
71 
13 
52 
66 

101 

123 
10 

298 
41 
71 


195 
69 
10 
42 
93 

128 

136 
16 

417 
81 

118 


247 
89 
13 
52 

171 

225 

182 
31 

769 

100 

144 
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Appendix to Table 31—Continued 
Adjusted Medical Department strength in individual oversea areas, 31 July 1944-30 September 1945 


Adjusted strength Air Transport Command 
strength 
Area 
Medical Medical 
Total Total? 
| Number Rate ! Number | Rate! 

30 April 1945 
irene pe remwten =o eek pare Sas 26, 882 1, 253 47 9, 947 239 9.0 
JS ASE ENS 8 ae ae eee se Pe Se 42, 415 2, 264 53 3, 609 87 2.0 
(SO I ee ee ee 67, 750 3, 720 55 581 14 2 
SO TAAL CL TT a 2S Se a ae 5, 039 427 84 2, 276 55 11.0 
YO Sa 2S ee ee eee nee 3, 073, 133 269, 161 87 7, 628 183 . 06 
DCA ON Ce Es oe eae ec ey 496, 083 37, 757 76 2, 207 53 al 
OVC ASG U see) 2S ~ on a ne ind 27, 353 2,012 74 15, 735 378 14.0 
pS TNS 2 (7) Sel Sa Se eee ee ces 17, 213 1,008 59 1, 420 34 2.0 
(LSPS a1 350 1 Se 231, 597 20, 605 89 32, 767 786 3.0 
Pbelnwode Ee nerie Aroat: 2 =~ = 4 25)" ~ Sissies 811, 505 66, 545 82 5, 377 129 a2 
Mac O Gent AIGAS 92-5525 52-2.a- sa 258- es 458, 757 38, 793 85 7, 787 187 .4 

31 May 1945 
Pop JO 26, 406 1,113 42 10, 941 241 9.0 
Jia fn 23 Se ee ee ee 41, 947 2, 086 50 3, 524 78 2.0 
COS LSE ES Se 2S epee = Se 63, 301 3, 613 57 5, 169 114 2.0 
COLHD. OL CLS TLL ibe Bene i See Sees a 5, 096 420 82 2, 307 51 10.0 
POTSG) 2 6S Se a ee a ee ee 3, 029, 589 264, 665 87 8, 106 178 . 06 
POO eS Se ee 447, 690 34, 780 78 2,317 51 th 
P02 OS | SR OC) Se i 30, 547 1, 967 64 18, 292 402 13.0 
ereesan Clete ee ee Sh eke 17, 487 1, 006 58 1, 424 31 2.0 
Gia tren Indias eS - - ens 231, 495 20, 739 90 32, 460 714 3.0 
Devnwest Puciio Aroa. ~~. -.-..J--.-.---..4-.-.-. 845, 756 69, 398 82 5, 585 122 a | 
1 GRO CAO. Tc. i 463, 945 37, 172 80 8,111 178 4 

30 June 1945 
mn eIOmea. >t ter ) Ue 4. $300 23 sees 23, 598 1, 038 44 11, 387 262 11.0 
foo Ss Sh ee ete a a oe eS 5 41, 104 2, 008 49 3, 181 73 2.0 
COPS CT ES a eS ee ea ene ee oe 74, 997 3, 770 50 10, 654 245 3.0 
Debalina SBS 2s hk 8, 998 511 57 6, 182 142 16.0 
LICL e pe Se Ret, Se a ne i eS 2, 821, 012 250, 491 89 9, 192 211 .07 
De Gi ITC: ee ee 2 ee © re ed 406, 534 32, 249 79 2, 292 53 es 
JE SG 10 LOS 6 | ga Es 2a a Se 27, 455 1, 755 64 16, 103 370 13.0 
PLS 2 a Sa es” ees oe ome © 15, 048 733 49 1, 501 35 2.0 
(Sips 93 regi el a (5 ea ee 228, 485 20, 204 88 33, 927 780 3.0 
Bonin mest. § acine Ares. -22e055— 202-0 2-.--- sl ecs- 872, 070 69, 800 80 5, 856 135 2 
ipaore: een Areas... 2.226. ooo send 470, 547 37, 715 80 8, 647 199 -4 


See footnotes at end of table. 
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Appendix 


PERSONNEL 


to Table 31—Continued 


Adjusted Medical Department strength in individual oversea areas, 31 July 1944-30 September 1945 


Area 


AUrica-WiidGie Bast.) ee os 2 ese ee ee 
Porsian Gwltes =) sce ee el 
@hing-Burma-Ingia s-see. o.oo a c e 
Opa PT ACING-tcnnc oso leet cet ose. te tee cack eo eeaae 


DWICA Mid GIS Hast= See esos eee ee 
IPOTSiAn? Gillie: 222 5 co ee Se a Re ee eee 
Ghing-Burmbeindia s 82 2ee oss eet sse sees eens 
MPOUALAP RUG otc oe sect cose Seance ae ores 


1 Per 1,000 troops adjusted strength. 


Adjusted strength Air Transport Command 


strength 


Medical 
Total 's Mieke) Spite remem ars 1) rH 


Number Rate ! 


Medical 


Number | Rate! 


31 July 1945 


20, 935 892 43 10, 983 262 13.0 
42, 321 2,038 47 3, 299 79 2.0 
76, 625 3, 689 48 9, 572 230 3.0 
9, 064 545 60 6, 311 151 17.0 

2, 517, 653 230, 248 91 7, 934 190 - 08 
354, 092 29, 922 85 2, 331 56 .2 
31, 374 1, 823 58 20, 288 487 16.0 
10, 686 523 50 1,513 36 3.0 
223, 433 19, 499 87 34, 210 821 4.0 
1, 404, 140 113, 088 81 15, 130 363 .3 


31 August 1945 


18, 637 708 38 11,197 258 14.0 
40, 755 1, 964 47 2,970 68 2.0 
72, 842 3, 778 52 8, 850 186 3.0 
8, 969 538 60 6, 103 140 16.0 

2, 172, 100 188, 671 87 7, 939 183 .08 
247, 020 20, 510 83 2, 364 54 v2 
28, 918 1, 701 59 17,815 410 14.0 
8, 198 424 52 1, 276 29 4.0 
231, 470 20, 461 88 35, 630 819 4.0 
1, 473, 868 116, 552 79 14, 957 344 A?) 

30 September 1945 

14, 035 520 37 9, 166 185 13.0 
38, 166 1, 865 49 1, 821 40 1.0 
67, 021 3, 589 54 4, 441 98 1.0 
5, 518 316 57 3, 770 83 15.0 

1, 798, 244 152, 863 85 7, 427 163 .09 
192, 326 16, 018 83 2, 332 51 3 
23, 993 1, 566 65 13, 619 300 13.0 
7, 809 415 53 887 20 3.0 
214, 732 17, 600 82 33, 394 735 3.0 
1, 573, 170 120, 759 77 20, 867 459 3 


2 From Personnel Handbook, Headquarters, Air Transport Command, Army Air Forces, for dates shown. 
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Distribution by Corps and Groups 


Overall percentage statistics for Medical Department personnel serving 
overseas in nowise give a true picture of Medical Department activities overseas 
inasmuch as percentages varied widely among corps and between officers and 
enlisted men (charts 5, 6, and 7, and tables 31 and 32). For example, enlisted 
men constituted more than 80 percent of the strength of the medical service 
overseas (table 5); whereas, the maximum percentage of Medical Department 
officers stationed overseas at any time was only about 56 percent, in January 
and April 1945, making the percentage of the entire Medical Department 
approximately 58 percent (April 1945). And in the officer corps, the percent- 
age of medical officers and nurses was considerably higher than that of Medical 
Department officers as a whole, being 60.8 percent in the case of medical officers 
(April 1945) and 63.3 percent in case of nurses (January 1945). The corres- 
ponding percentage of the Medical Administrative Corps was about equal to 
that of the entire officer group, but in all the remaining officer components, the 
percentage was lower. In the Dental Corps, the maximum was 48.3 percent 
reached in May 1945, a percentage that reflected both an actual increase in the 
number of dentists overseas and a decline in their worldwide strength (tables 
1 and 32). As for the Veterinary Corps, its oversea strength failed to reach 
5°. percent. 


Cuarr 5.—Percent of total Army and Medical Department strength, in oversea areas, on 
selected dates, 1941-45 
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Cuart 6.—Percent of total Army strength and Medical Department officers, by corps 
) 


(Medical, Dental, Veterinary, and Medical Administrative), in oversea areas, on selected 
CHart 7.—Percent of total Army strength and Medical Department officers, by corps (Sani- 


tary and Army Nurse), and Hospital Dietitians and Physical Therapists, in oversea areas, 
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1 Corps not existent on this date. 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 


31 July 1941-30 September 1945 


Date 


See footnotes at end of table. 


Strength ! 


135 
175 


286 
535 
798 


Percent of 
worldwide corps 
strength 2 


Medical Corps 


bo bo 
(e) o 
OnwWQan CO Rm Or 


se 
als 
re RON 


on 
: = 
MWAAOMOwW 


Rate per 


1,000 troops * 


HDD 


Sr Ow Ou or 


fe fe OU Se OT Ou ot 


84 


. 12 


50 
00 
O1 


66 
73 
22 
90 


91 
74 
53 
36 


16 
22 
11 
12 
04 
71 
60 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
81 July 1941-80 September 1945—Continued 


Date 


mayb Weats wdtebeies. = oot BROS: Heute se. 
Bi mentvember: J 32... - .. 2 bobbie ducts seee 


SS RREIN A ceaiaote bate ee tect ent te oe es ee Ra 
SORDUMEE eo eee eee een ae ee Cen ure ea 
oO Peptombor stat) iets eke tes eee. x 


See footnotes at end of table. 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
381 July 1941-80 September 1945—Continued 


Date 


See footnotes at end of table. 


Strength } 


Percent of 
worldwide corps 
strength 2 


Rate per 
1,000 troops & 


Veterinary Corps—Continued 


471 24.1 Ae 4 
542 26. 9 Rel) 
594 28. 7 15 
602 30. 2 138 
675 33. 0 . 12 
707 34. 7 ig 
705 34. 4 13 
693 34. 0 . 13 
657 32. 0 vad 
629 30. 4 14 
594 29. 1 .14 
Sanitary Corps 

2d) | Ee aa ioe. Sk 0. O1 

8 3. 0 . 05 
11 3.5 . 03 
25 3. 9 . 04 
47 4,8 . 06 
79 6. 4 . O07 
167 10. 7 12 
263 14.0 15 
394 18. 7 18 
538 23. 9 19 
718 31. 4 . 20 
1, 080 42. 9 . 26 
1, O71 43. 8 . 23 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
81 July 1941-80 September 1945—Continued 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
31 July 1941-30 September 1945—Continued 


ra Percent of Rie pies 
ate Strength ! worldwide corps 
strength 2 1,000 troops * 
Pharmacy Corps 
1941 
BES DES Bhcn SESS eS Ay. Ses Ce Oe SRO (SOS 12 (ae eG ORE Se 
I et eee abe holeomnnnn a eclenc sn ee ee 
1942 
eee he hes re OR Re ER kes at OF 
ERE ie) OEE el eee ene eo endian ecb dan ctl WS 
Et et - DEES ES Oe ROO, gs ape Panam) en eeey Smee ae tS 
1948 
ee a Ne Nee uecueanmulsceo aos ococlecume een oe 
i Ne i gain be RO se 
A SERS 2) ee ie ee Ny ee GREE Pi, FO Fee eS 
ESE I Spa ae 8 aie a 4 6. 9 0. 0O1 
1944 
a ek Se EE cape Sl 2 Se 6 10. 3 . 002 
er ee re A Bt 9 15. 5 . 002 
SEES G80 a F< 94 aie |) 6 10. 7 . 001 
ee 10 16. 7 . 002 
1945 
RIS ee a 16 23. 9 . 003 
ee enema 25 35. 7 . 004 
SNES SVT Ege Cee a aR, Sa 21 35. 0 . 003 
ee ee oak a od 22 37.9 . 004 
ie bahamas a 23 40. 4 . 004 
SSG SIREN YEG a a ae aR 22 32. 4 . 004 
dt co slew sw ae se eo 21 34, 4 . 005 
Army Nurse Corps 
1941 
(espa lot aA le a pe is 1 gh Staten tat eae 1. 74 
MEM ee or ee ew see es 349 5. 1 2. 11 
1942 
2s]. Dy LET Eldistenc’ > speech. sgl lei nated: Specs ede bel og alge ai 1, 306 10. 2 3. 98 
NII A TE Pe sie on wie ay oid meee < wa 2, 880 16. 7 4. 79 
PRMUNNIIRNING Ie eae. Gee ole se Se ee SSS 3, 803 19. 0 4, 62 


See footnotes at end of table. 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
31 July 1941-30 September 1945—Continued 


Percent of 
Date Strength ! worldwide corps 
strength 2 


Rate per 
1,000 troops 8 


Army Nurse Corps—Continued 


1943 
OL SRNUONy 2 oti hoc ERR oe ee ee 5, 778 24. 5 5. 16 
I, C8: | te Re es a ER se eg eeerean eS oma eee 7, 647 27, Z 5. 46 
ah a he haw enemas 9, 649 31. 4 5. 42 
i A a ne Be tien sine Sas 13, 203 37.0 5. 90 
1944 
Po} LT aH V PENT We ey en ARN ee (eal em eee eee eke, mee 16, 958 44, 3 6. 02 
i Rs Settee re eee Aan d oe aemnewirs 20, 958 51.1 5. 90 
OUVOU i Oncor alee og Be Pe i pee 22, 735 56. 8 5. 55 
FMM UNIe cS Lh k eet oon os ee Seca bacuae 25, 433 61. 5 5. 49 
L945 
SHEA ET Aub EH rh ate aran ie Mele |= Sat 0 Spee aap peian on Oran oes 27,170 63. 3 5. 30 
Oh i es 28, 546 54. 9 5. 23 
CCC Rae en ne eee ee eam eee res See Saad 28, 842 53. 3 5. 33 
SUUMEO SE. etree coc thee ene wee ae dese 27, 966 51,5 5. 34 
AN LE. ee cs Lene 28, 127 50. 5 5. 71 
a es cee tees 25, 499 45. 6 5. 52 
ero bomir Ee on Bh nc cle een 22, 445 42.4 5. 40 
Hospital Dietitians 
1941 
= |) es oe)! ee a -- t a) eee mer sect eeenOneM 2cMe ta em mes 
PRN TIOGT 2 TS Ea keane ai ad wo ot SRR he res ein i ao 
1942 
PUMA. ot ees CES eR ee San cheered hee bkuscxn co eeomiceccmnne ee 
en oh Fe No 5 oh he Bi ae trees Les nw ll ee Noein ne 
BU OREINDEDS es og kta cabanas Sco dy SL baw dic Bae eee eee 
1943 
ee PAOURES cee nec uec mona eek acd eee Gamkiebmn Semone dace 2 lel enna eee 
OU Mie cacebere ae ube alee) Sec eee eRboeee 64 11.2 0. 05 
SaRRh RUDE be i cal phos sc ps mga ay A URRNnice Srnaen descent tx aces 117 15.9 07 
GUTIIOUIDOT ol ie oe ee a ei a cas 185 19. 2 08 
1944 
SoC EURUUE Tyo Monk cay gee he eas ee a eee oe 326 29. 6 0; 12 
eh MON Mae 6 Eg ca as de ee ee 432 36. 2 12 
aR ANIA rice eh edie res aye ot xs 4 cl cade Si ei 552 43. 0 13 
DL WOCHOUGl ace a ie doe ae Coe ee cee ee 631 44.9 14 


See footnotes at end of table. 
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TABLE 32.—Oversea strength of the Medical Department corps and other officer components, 
31 July 1941-80 September 1945—Continued 


Percent of Rate 
Date Strength ! worldwide corps 1,000 t Ld F 
strength 2 ‘ oonp 


Hospital Dietitians—Continued 


1945 
SS ELE LE, A AE, AE ES A 680 46. 3 ke 
| Shae ca 749 49. 3 .14 
en paep pea ata aa ae i gleam 757 48.8 14 
peas Coens S22) lo eens eee 782 50. 3 Pag) 
GIR iiteg fed toe te eticecebedeg 698 44,2 .14 
SORE ES Ce Oa eT Spee een: 628 39. 7 14 
en ee eae 538 34. 3 «did 
Physical Therapists 
1941 
I Nae eee oo de wal ee we eee 
re ee ee tae bat ewbanclemanc uss = aisle cums cone cue 
1942 
a inl LS i pales etpencliageapalya aaa eet (idadah, Spit sadaes ey Atay ait h tetas) Wink Abdel 
nr rrr a? Whe et 05 OS Sees wats SLE eee ee Gal ea ae 
i Diet ede ae ee ils ako bs dhe ban ect dhecath apabeuals ues west ee 
1943 
SU DEEL ES TS" TSS ESSA SSN Ps Se iss Pre [SUG Oe mecSOR ie Speen ence | Om | Se 
Ss: Sa aS ne 48 15. 3 0. 03 
eens oe eo ee ee 93 21.5 : 05 
SerOnnn SSeS SSCs Sues le ebook in 145 29. 2 . 06 
1944 
PRITNRREES Pig Siete hee Letina 241 43. 1 . 09 
SSE Sais Sa ep 300 46. 6 08 
| Sn eS NO a a a 371 47. 4 09 
nnnINee Att ies ee ek 468 50. 6 Pa 
1945 
Rereemiig Gt FLING OF Sr LO eek a 512 47. 4 0. 10 
eet 2 1G) Pcie) Siteveny Bistots ef 2% 539 46. 4 . 10 
De BPO seeder het, Siyoacen aoe cache 546 45. 9 10 
al 1 1 {711 — ST GNge Ag 2S, Sedma ee staat ener ep neers 521 43. 7 . 10 
ennNn ers ce ea ee ee 514 40. 2 . 10 
Perm 53 feet ate os yn been ee rs aie 431 32. 09 
Re a ee ne oe 414 32. 4 . 10 


1 From sources for oversea data shown in table 31, footnote 3. Revised oversea strength data for nurses published by 
the Office of The Adjutant General (“Monthly Strength of the Army Foreign and En Route,” Strength of the Army, 
1 Oct. 1945, p. 59) show the following variations from corresponding strengths stated here: July 1941, 253; November 1941, 
463; March 1942, 2,689; June 1942, 4,406; and July 1944, 22,807. Since the same source reveals a decline between June 1942 
and July 1942 to 2,608 and a failure to equa] the June figure until 30 November 1942, at least some of these figures may be 
regarded with considerable skepticism. 

2 Worldwide corps strength on 31 July 1941 from “Strength ot the Army”’; available for nurses only. Worldwide 
strength for subsequent dates is strength stated in table 1. 

3 For troop strength, see table 31. 
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A major factor in the variation of oversea strength was the changing of 
requirements, both in the Zone of Interior and overseas, as the war progressed. 
During the middle part of the war, specifically, much of 1948, the proportion 
of Medical Department officers overseas was higher than the proportion of 
the Department strength as a whole. Toward the end of the conflict, when 
large numbers of battle casualties began to be concentrated in the Zone of 
Interior, this situation was reversed. This was particularly true after V—E 
Day as the numbers of bed patients overseas decreased rapidly. 

In addition, the Zone of Interior was responsible for the final, definitive 
type of treatment for many patients which required highly trained professional 
personnel and for rendering the new inductees physically fit for military duty. 
Since the Zone of Interior was the source of most of the manpower supply, 
it presumably had more control over distribution, particularly the movement 
of Medical Department officers abroad. When the dental standards were 
lowered after Pearl Harbor, a higher proportion of its personnel was retained 
in the Zone of Interior. (See tables 1 and 32.) 

The inspection activities pertinent to food procurement also were largely 
confined to the continental United States, this area being the major source of 
food for the Army. Although more animals were used overseas than in the 
Zone of Interior for transporting supplies, the theaters did not require enough 
veterinary officers for animal care to counterbalance the domestic need for 
these same officers in food inspection work.? As a result, the oversea contingent 
of the Veterinary Corps, proportionately speaking, was smaller than that of 
any other Medical Department group. 

The extent to which various elements could be sent overseas also was 
controlled to some degree by the number of replacements available. In the 
case of enlisted personnel, civilians, prisoners of war, and other military per- 
sonnel could release many for oversea assignments. However, uncertainties 
in the supply of local extra-Army labor made it impossible to withhold ship- 
ments of enlisted men to the oversea areas to the extent that the actual use of 
substitute labor might have permitted. Furthermore, it is unlikely that savings 
in enlisted men would have redounded very much to the benefit of the Zone 
of Interior medical service; the men probably would have been transferred 
to other branches of the Army. 

Civilian registered nurses, cadet nurses, nurses’ aides, members of the 
Women’s Army Corps, and enlisted personnel made possible the oversea ship- 
ments of nurses to care for the rapidly increasing number of bed patients. 
The availability of Medical Administrative Corps officers as battalion surgeon’s 
assistants and executive officers for certain types of medical units and installa- 


+¥Foster, William B.: History of the Medical Department, World War II, Physical Standards, 
1946. [Official record. ] 
? Information from Lt. Col. E. B. Miller, VC, 22 Dec. 1953. 
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tions may explain similar phenomena in the Medical Corps. Medical Adminis- 
trative Corps members, on the other hand, also were in demand in oversea areas, 
and when the Zone of Interior was unable to supply these areas with such 
officers late in the war, direct commissioning overseas proved to be one solution. 

The groups which remained most closely bound to the Zone of Interior 
were those for which replacements probably were most difficult to find. This 
is perhaps especially true in the case of dentists and sanitary engineers. Yet, 
this is not the sole explanation for their failure to move abroad to a greater 
extent. The feasibility of utilizing female personnel in certain oversea areas 
was seriously questioned at times. In the European and North African 
theaters, nurses habitually moved with their units into forward areas. In 
certain others, however, the theater commanders were reluctant to permit 
women either in combat areas or in those wherein material comforts were few. 
Such opposition does not seem to have reduced the percentage of nurses over- 
seas to a marked degree, for even if they did not accompany their units into 
the more forward positions, they generally were permitted to enter the theaters. 

In the case of physical therapists and dietitians, the difficulties of getting 
overseas were greater. They were assigned mainly to rear areas (that is, in 
general and station hospitals and, in the case of dietitians, a few evacuation 
hospitals). Again, the utilization of this personnel overseas was questioned 
at times. 

The buildup overseas of Sanitary Corps officers was slow in some theaters 
due to lack of appreciation of the need for men of their skills.° About 60 
percent of the entomologists and 50 percent of the sanitary engineers served 
in oversea theaters at sometime during the war.° 

The inability of the Zone of Interior authorities to furnish medical officers 
in sufficient numbers forced table-of-organization changes which were mainly 
responsible for the increasing use of Medical Administrative Corps officers 
overseas during the course of the war.’ Although some opposition to such use 


3 The proportion of medical officers to troops in oversea areas began to exceed the corresponding 
worldwide ratio when Medical Administrative Corps officers emerged in great numbers from the officer 
eandidate schools. 

4(1) Vogel, Emma E.: Physical Therapists of the Medical Department, United States Army. 
[Official record.] (2) Medical Department Dietitians, Middle Pacific and Pacific Ocean Areas. 
[Official record.] (3) Physical Therapy History of Pacific Ocean Areas and Middle Pacific. [Official 
record.] (4) Berger, Florence M.: History of the Medical Department Dietetics Service in the Med- 
iterranean Theater of Operations, U.S. Army, 1942-45. [Official record.] (5) Stone, James H.: 
History of the Army Nurses, Physical Therapists, and Hospital Dietitians in India and Burma. 
[Official record.] (6) Letters, Col. Emma E. Vogel, USA (Ret.) to Col. John B. Coates, Jr., MC, 
Director, Historical Unit, U.S. Army Medical Service, 28 Mar. 1956, and November 1957. 

5 (1) Annual Report, Surgeon, 1st Infantry Division, 1944. (2) MHardenbergh, William A.: 
Water Purification. Jn Medical Department, United States Army. Preventive Medicine in World 
War II. Volume II. Environmental Hygiene. Washington: U.S. Government Printing Office, 1955. 

® Hardenbergh, W. A.: Organization and Administration of Sanitary Engineering Division. 
[Official record.] (This may indicate a greater appreciation of the need for Sanitary Corps men in 
malaria control than in other phases of Medical Department work.) 

7 Letter, Col. David E. Liston, to Col. John B. Coates, Jr., MC, Director, Historical Unit, U.S. 
Army Medical Service, 5 Jan. 1956. 
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was encountered, the employment of members of this corps in many positions, 
including that of battalion surgeon’s assistant, gained widespread approbation 
in oversea areas.’ Indeed, the Fifth U.S. Army surgeon was instrumental in 
having the use of Medical Administrative Corps officers as battalion surgeon’s 
assistants extended to infantry regimental medical detachments and to medical 
detachments of tank battalions, rather than confining the use of these officers 
to units less exposed to battle losses.° The fact that commanders overseas 
were able to promote enlisted men to commissioned status in the corps also 
tended to increase the number of such officers overseas. 

In the final analysis, therefore, it would appear that the strength overseas 
of these groups was largely limited by their basic overall numbers and by the 
fixed requirements in the Zone of Interior. The nonacceptance of certain 
groups, such as female personnel, was in all probability only a minor contrib- 
uting factor to the size of the oversea shipments. 


Regional Strength Overseas 


By and large, Medical Department personnel were assigned overseas in 
the same proportion as Army personnel in general (table 31). In fact, the 
difference between the percentages of the total Army strength and the total 
Medical Department strength in an area rarely equaled 4 points and ordinarily 
was no more than 1 point. The largest concentration of Medical Department 
strength outside the continental United States existed in the great combat 
theaters—the North African-Mediterranean theater, the Central and South 
Pacific or Pacific Ocean Areas, the Southwest Pacific, and, above all, the 
European theater. Each of these major combat theaters had at least 5 percent 
of the entire Medical Department strength; in the case of the European theater, 
it was 40 percent. The China-Burma-India theater obtained no more than 
8.08 percent, and no other region attained more than 2 percent. This was 
true even though that area as well as Alaska and the Africa-Middle East 
region had some combat history. 

Respecting the relation of Medical Department strength to total troop 
strength, the pattern among the oversea areas was much less simple. Three 
small theaters, all in the Western Hemisphere—North America, Alaska, and 
the Caribbean—were consistently fairly low in the proportion of medical 


8 (1) Report, Lt. Col. Stewart F. Alexander, Personnel Officer, Surgeon’s Office, Seventh U.S. 
Army, of Medical Department Activities in Mediterranean Theater of Operations, 14 July 1945. (2) 
See footnote 5(1), p. 881. (3) Annual Report, Surgeon, 44th Infantry Division, 1944. (4) Semi- 
annual Report, 515th Clearing Company, January—June 1945. (5) Unfavorable reactions are con- 
tained in (a) Letter, Brig. Gen. F. A. Blesse, Surgeon, North African Theater of Operations, U.S. 
Army, to Maj. Gen. N. T. Kirk, The Surgeon General, 17 Nov. 1943; (b) Letter, Maj. Gen. M. C. Stayer, 
Surgeon, North African Theater of Operations, U.S. Army, to Maj. Gen. N. T. Kirk, The Surgeon 
General, 3 Sept. 1944; and (c) Annual Report, 54th Medical Battalion, 1944. 

® Smith, Clarence McKittrick: The Medical Department: Hospitalization and Evacuation, Zone of 
Interior. United States Army in World War II. The Technical Services. Washington: U.S. Govern- 
ment Printing Office, 1956. 
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personnel. On the other hand, the China-Burma-India region frequently 
maintained a high percentage during most of 1948, the proportion being far 
in excess of that characterizing any other area.’° 

In 1943 and the first part of 1944, the proportions in two other small 
theaters, that is, Africa-Middle East and the Persian Gulf, generally were 
among the higher ones, and in January 1944, the proportion in the former 
theater was highest among those in all theaters. Even the small South At- 
lantic theater attained high proportions of medical personnel at times; in mid- 
1944 it probably had a higher proportion than that of any other region. The 
major theaters seldom had the highest ratios of medical personnel to troop 
strength but the Southwest Pacific was an exception to this rule. For most 
of the earlier war period it held the leadership in this respect. In the earlier 
part of 1943 the proportion of medical troops in the European theater in- 
creased greatly as a result of the shipment of combat forces. This propor- 
tion was not long maintained but was approached again as the preparations 
for the invasion of the Continent were accelerated. After the middle of 1944, 
the European theater replaced the Southwest Pacific in having the highest 
ratio of medical personnel to troop strength in a major combat theater. This 
was the result not only of an increase in the European theater, but also of a 
decline in that of the Southwest Pacific. The primary reason for the decline 
in that theater was a shift in jurisdiction over personnel in the Northern 
Solomons and in Emirau from the South Pacific to the Southwest Pacific.™ 
The shift involved a much greater proportion of the general troop strength 
of the South Pacific than of the medical strength of that area. 

The North African theater, except in the early stages of the Italian cam- 
paign, almost invariably had a lower proportion than the general oversea rate 
until after hostilities ceased in Europe. The shift of jurisdiction over south- 
ern France from the North African to the European theater in November 
1944 helped to keep the proportion down, for it involved the transfer of a 
greater proportion of medical than of nonmedical personnel. On the other 
hand, the Mediterranean theater gained slightly when it lost control over 
North Africa to the Africa-Middle East theater as of 1 March 1945.12 At 
that time, it gave up proportionately more nonmedical than medical personnel 
with a resultant sharp decline in the proportion in the theater which acquired 
the most personnel. 

Like the Mediterranean theater, the Pacific Ocean Areas rarely attained 
a proportion of medical troops which was as high as that maintained by the 
oversea regions combined. The proportion, however, was considerably greater 
in 1944 and in 1945 than it had been earlier; this partly resulted from the 


10 This percentage rate was in relation to the strength of U.S. troops alone. The American forces 
also were supporting a large body of Chinese troops. 

1% Monthly Summary of Operations, June 1944, General Headquarters, Southwest Pacific Area. 

2 Vickery, Eugene L.: History of the Medical Section, Africa-Middle East Theater, September 
1941—September 1945. 
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TABLE 33.—Authorized allotment of Medical Department officers to oversea areas (less Reserve 
officers assigned to duty with the Air Corps) for the fiscal year 1942 


Medical Dental Veterinary Sanitary Medical Ad- 
Area Corps Corps Corps Corps ministrative 
Corps 

UN FSI fe gees eee Rueneen iste oe Sey TN 124 20 2 0 2 
IPICTLOMT ICOM Stes ee ee ee 76 20 4 2 2 
both cyshoe’s) Mews FA tS See EP LORE S oe fo 176 37 9 2 6 
EL Wal 1h Pees ee er ehtey Gre he 130 39 6 2 14 
Rhilippines® cast atts ee eihte aoe 114 28 12 2 11 


Source: Letter, The Adjutant General, War Department, to the Commanding Generals, All Over- 
seas Departments and Alaskan Defense Command, 16 Aug. 1941, subject: Allotment of Officers for 
Overseas Departments and Alaska, Fiscal Year 1942. 


transfer of some of its personnel to the jurisdiction of the Southwest Pacific 
already noted (table 31) .* 

At no time did anyone in the Zone of Interior or in the oversea areas 
either attempt to establish a quota for medical officers in the theaters or deter- 
mine the proper proportion of medical strength to overall troop strength. 
Prior to Pearl Harbor, officers were assigned overseas by the War Department 
General Staff or, in the case of Air Corps personnel, by the Chief of the Army 
Air Corps.* Throughout the war, Medical Department officers were assigned 
to the Panama Canal, Puerto Rican, Hawaiian, and Philippine Departments 
and the Alaskan Defense Command on much the same basis (table 33), but in 
the combat theaters, the strength of the Medical Department components was 
based directly on the number and types of table-of-organization units which 
in turn determined the overall strength of the theater. Basically, therefore, 
the medical strength of each theater depended on decisions of the Zone of 
Interior authorities and the theater commander as to how many units contain- 
ing medical personnel should be allocated to it. These decisions were largely 
controlled by the demands of the missions of the armies in the areas and the 
medical needs created by the local environment in competition with require- 
ments of other areas. To some extent, however, willingness of the War De- 
partment to provide units was dependent upon the arguments and powers of 
persuasion of the theater Medical Department authorities themselves. 


% The unadjusted rate of the Pacific Ocean Areas was 82 per 1,000 on 31 May 1944. (Basic 
data from “Strength of Foreign Commands by Arms and Services as of 31 May 1944,” in “Strength 
of the Army,” 31 May 1944, p. 15.) By 31 July 1944, it had increased to 87. 

14 Memorandum, War Department General Staff, G—1, for The Adjutant General, 28 July 1941, 
subject : Allotment of Officers for Oversea Departments and Alaska, Fiscal Year 1942. 

1 These factors are more germane to the volumes on oversea medical service now in preparation 
in the Historical Unit, U.S. Army Medical Service, than to the present work and will be scarcely more 
than alluded to here. 
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TaBLeE 34.—Estimated table-of-organization strength of attached medical personnel and divisional 
medical battalions in oversea areas, 30 September 1944} 


Total Ground Forces Service Forces Air Forces 
Area Tiga Se SEN einer. Mik Pa e 
Rate per Rate per Rate per Rate per 
Strength 1,000 Strength 1,000 Strength 1,000 Strength 1,000 
troops troops troops troops 

North America________ 172 5 0 0 55 2 LY 3 
pe OE a 988 15 586 9 238 4 164 2 
Caribbean.2= ==... 52. 983 14 763 1 14 0. 2 206 3 
South Atlantic________ 15 a 0 0 15 3 0 0 
Bapepe. 2 41, 507 20 | 29, 560 | 14 5, O88 2 6, 859 3 
Werth Afriea.. .- 2 14, 274 20 2135s) 6 1, 572 2 1, 351 2 
Africa-Middle East___- 30 2 0 0 0 0 30 2 
Persian Gulf... _____- 199 7 23 0.8 176 6 0 0 
China-Burma-India____| 2, 376 14 669 4 260 2 1, 447 8 
Southwest Pacific Area_| 18, 558 27 | 14,906 | 21 1,447 | 2 2, 205 3 
Pacific Ocean Areas___} 10, 554 25 9, 343 | 22 531 1 680 2 
NGC ne i See a 89, 656 21 | 67, 201 | 16 9, 396 2 13, 059 3 


1 Data are based on the summaries of various types of units in the theaters on 30 September 1944 shown in ‘‘Troop 
List for Operations and Supply, 1 October 1944.”’ In ascertaining the medical strength, it was not always possible to 
discover a table-of-organization corresponding to that shown on the list; therefore, another table (prior to 30 September 
1944) was used in such cases. This probably resulted in some errors, but it is believed that the errors were on the side of 
conservatism. Rates are based on adjusted troop strength as shown in table 31. 


The theater medical authorities had nothing to say about the nonmedical 
units having medical troops, that is, attached medical personnel and, in the 
case of combat divisions, organic medical battalions, as well as the attached 
medical personnel. Naturally, this element of strength was greatest in the 
combat zones (table 34), where ground force troops predominated (table 35) .*° 
At the height of the war, this personnel constituted a quarter of the entire 
oversea medical strength. 

The medical units that were not an organic part of the combat units 
accounted for the majority of the medical strength in virtually all theaters 
(table 36). In certain theaters, at times, these units were larger proportion- 
ately than all units containing medical personnel in other theaters. 

While surgeons at various levels of command had considerable latitude 
in obtaining Medical Department personnel, they were influenced to a large 
extent by the requirements for medical service created by the mission of the 


1% As of 30 September 1944, in oversea areas, medical troops accounted for 15 per 1,000 Air 
Forees, 11 per 1,000 Service Forces, and 37 per 1,000 Ground Forces troops. (For the medical 
strength, see table 34; for the troop strength of the various major commands, see “Troop List for 
Operations and Supply, 1 Oct. 1945.’ The troop strengths exclude personnel of the Air Transport 
Command and other personnel not subject to the jurisdiction of the theater commanders. ) 
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TaBLE 35.—FPercentage distribution of Army strength among ground-, air-, and service-type 
units and overhead in theaters of operations, 830 September 1944 


Area Air Forces| Ground Service Overhead 


Forces Forces 
Nonbheamernica=.£ See 2. oS oS SO aa ee 24 30 24 23 
IAC is epee eee A heme hy ee oe be he ie er et 22 a7 24 18 
@omibbenness ab 2 eee was oe bee ee a a 22 53 14 11 
PoutheAtlantic. bs - 5 ome Soe ee ee eS 35 12 16 ay 
Rumtopevee 52) a A eg lL ee eee pS 22 50 22 6 
LSI} ca) elie Wii dey: eeeenn Spey ee Ce ae, SRE Sgt at eee ae 25 48 23 5 
Niddletigst. 2-5 aos) irae 8S ee Se pet = Ps 24 11 49 17 
Persian ke) bs eS ee Sees ee kee 2 30 63 5 
Ghink=Burma=ndiase: A ieas 2 See ee eee Ses 45 23 23 9 
Southwest Lacie: Areas leer 8s ob ate Fee 25 52 20 3 
IRacifici@ceampATeas <2 faces 2 tee oy 15 58 21 6 


Source: Troop List for Operations and Supply, 1 Oct. 1944. 


Army in each area and the environment of that area. In this connection, the 
amount of hospital service that the Medical Department was expected to pro- 
vide in a particular region was of utmost importance. The personne] assigned 
to hospital establishments constituted the vast bulk of the strength of Medical 
Department units. This accounted for the high proportion of medical person- 
nel in the South Atlantic and the China-Burma-India areas in the late war 
period, and for the increase in the proportion in the European theater (table 
36). 

Hospital strength was influenced in turn by such factors as combat mis- 
sions, anticipated disease rates, and the presence of special groups for which 
the Medical Department was required to provide medical care. Hence, it is 
not difficult to see why most of the American theaters, with low disease rates 
and limited combat duties or none at all, were consistently low in their total 
medical strength.1’7 The high disease rates in the China-Burma-India area and 
the obligations of the Medical Department to personnel of the Chinese military 
forces also explain the high proportion in that region."® 


7 Although Alaska was a combat theater until the middle of 1948, both the preparations for com- 
bat in that region and the hospitalization of casualties were handled to a large extent in the Zone 
of Interior. See McNeil, Gordon H.: History of the Medical Department in Alaska in World War II. 
[Official record.] In September 1944, nevertheless, Alaska had an unusually large proportion of hos- 
pital personnel (table 36). 

18(1) Smith, Robert S.: A History of the Attempt of the U.S. Army Medical Department To 
Improve the Efficiency of the Chinese Army Medical Service. [Official record.] (2) Medical Depart- 
ment, United States Army. Organization and Administration in World War II. Washington: U.S. 
Government Printing Office, 1963. 
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The veterinary care of animals was a more important function of the 
Medical Department in the China-Burma-India area than elsewhere, but even 
there it did not increase the proportion more than a few points (table 36). The 
prevention of disease is one of the major functions of the Medical Department 
yet, in terms of special personnel for the purpose, it too increased the propor- 
tion only slightly in most areas. In certain small theaters, however, it was of 
considerable significance primarily because of the malaria control and survey 
teams which were stationed there. This results from the fact that the need for 
antimalaria personnel is more a matter of geography than of the troop strength 
to be served. 

Besides the organizations directly concerned with hospitalization, most 
theaters possessed Medical Department units whose functions were accessory to 
the provision of hospital service. Among such units were dispensaries of vari- 
ous types, ambulance companies, medical depots, medical laboratories, clearing 
companies, collecting companies, medical gas treatment battalions, and sanitary 
companies. In the European theater in the latter part of the war, they consti- 
tuted a substantial element of medical strength which helped to give that area 
its preeminent position in this respect among the major theaters and its high 
position among all of them. The European theater utilized more types of 
Medical Department units (including hospitals) than any other theater (table 
37), distributed among air, ground, and service force units. 

For the most part, Medical Department personnel in oversea areas were 
assigned to and served in table-of-organization units. Some medical personnel 
were in units that had been set up overseas under the non-table-of-organization 
allotments of the various theaters. Although the maximum number of medical 
officers who might come under the allotment was fixed by the War Department, 


TaBLEe 37.—Types of Medical Department units in use in the various theaters of operations, 
by area, 30 September 1944 
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Source: Troop List for Operations and Supply, 1 Oct. 1944. 
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TaBLE 38.—Estimated additions by Air Transport Command to theater medical strength per 
1,000 troops, 19441 
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1 For the estimated medical strengths of the Air Transport Command on the dates shown and the adjusted theater 
strengths on the same date, see table 36, footnote 1. 


other types of officers could be substituted. In the case of nurses, no substitutes 
could be made. In either case, the theater surgeon could make representations 
concerning the size of these allotments, and this was one of the few opportuni- 
ties he had to deal directly with strength; that is, strength consisting of individ- 
uals rather than strength composed of units. Thus, the chief surgeon of U.S. 
Army Forces, Far East, dispatched an emissary after V-E Day on a successful 
mission to obtain a large increase in the overhead allotment of medical officers 
for the Southwest Pacific.*® Yet, it does not appear that the theater surgeons 
materially augmented the medical strength ratios of the areas under their juris- 
diction through increases in medical allotments. In the larger theaters, espe- 
cially, it would have been difficult to do so because of the relatively small role 
played by overhead in the strength of such theaters. 

The medical personnel of the Air Transport Command, the Airways Com- 
munication System, and certain other troops under the command of the Army 
Air Forces were counted as part of the strength of the individual theaters only 
in the early part of the war. From the limited statistics available, it would 
appear that they contributed a substantial proportion of the strength in the 
South Atlantic and Africa-Middle East theaters and to a lesser degree in the 
North America and China-Burma-India areas. In the major theaters, on the 
other hand, they were of infinitesimal importance (table 38).°° 


19(1) Memorandum, Maj. Gen. G. B. Denit, Surgeon, U.S. Army Forces, Far East, to Colonel 
Pincoffs, 22 May 1945. (2) Memorandum, Brig. Gen. R. W. Bliss, Assistant Surgeon General, for 
Assistant Chief of Staff for Operations, 23 June 1945, subject : Revised Authorization of Medical Corps 
Officers for Army Forces Pacific Overhead. (3) Memorandum, Maj. Gen. B. M. Fitch, Adjutant Gen- 
eral, U.S. Army Forces, Pacific, for The Adjutant General, 11 Aug. 1945, subject: Theater Overhead 
Authorized Grades and Strengths. 

2° See appendix to table 31 for further discussion of this matter. 
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Distribution of Oversea Strength by Major Commands 


At the end of September 1944, approximately 5.7 percent of all oversea 
medical personnel excluding overhead were serving with the Air Forces, 36.9 
percent with the Ground Forces, and 57.8 percent with the Service Forces or 
in communications zone installations.2t The percentage of medical strength 
actually assigned to the Air Forces but 1 month earlier was 7.74, but this 
included overhead personnel (table 39). It represented a decline from a 
higher percentage prevalent in 1943. At all times, however, the percentage 
was lower than the Air Forces fraction of the worldwide Medical Department 
strength. The ratio of medical Air Forces strength to total Air Forces 
strength was always lower than the ratio of medical strength to general Army 
strength both worldwide and overseas, but because of the lack of Air Forces 
hospitals abroad, the strength of the Medical Department personnel assigned 
to Air Forces organizations in oversea areas was always lower proportionately 
than the like strength in the Zone of Interior. 

While the majority of oversea medical personnel served in the Services of 
Supply or communications zones, the proportionate strength of such personnel 
fluctuated greatly. For example, in the European theater in September and 
October 1942, during the buildup for the North African invasion, medical 
personnel comprised approximately 30 percent of total personnel in the Services 
of Supply. After the invasion of North Africa, the total Services of Supply 
strength in the theater declined approximately 20 percent while Medical De- 
partment Services of Supply strength increased by nearly 60 percent (table 35). 
During November, a number of medical units had landed in the United King- 
dom because, although they were destined for North Africa, port facilities 
which would have made possible their debarkation in the Mediterranean area 
had not yet become available, and were therefore probably counted as part of 
the European theater strength.” 

As 1943 progressed, however, emphasis was placed on supplying Air Forces 
and Engineer troops to the British Isles. The result was a decline of the per- 
centage of medical troops in the Services of Supply from the peak attained in 
February 1943. Despite resumption of shipments of medical units in the latter 
part of the year, the influx of ground troops in preparation for invasion of the 
Continent led to a continued decline of the percentage of medical personnel un- 
der the Services of Supply.*® Before the end of the year, it had fallen below 50 
percent. 


*1The percentages are based on the strength of Medical Department units shown in table 36 
and the strength of attached and divisional medical personnel shown in table 34. These statistics 
are based on authorized strengths since actual strength figures for oversea areas by major commands 
are lacking. 

2 Information from Col. James B. Mason, 6 Oct. 1942. 

*3 Ruppenthal, Roland G.: Logistical Support of the Armies, Volume I. United States Army in 
World War II. The European Theater of Operations. Washington: U.S. Government Printing 
Office, 1953, table 5, p. 232. 
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After the invasion of Normandy began, however, it was necessary to in- 
crease the rear echelon medical support of the campaign and more fixed hos- 
pital installations were brought into the theater.** The percentage ascended 
somewhat above the 50 percent mark although it may have been held down by 
the reduction of table-of-organization strength of fixed hospital units. By 
mid-March of 1945, the Medical Department strength in the communications 
zone of the European theater was less than 45 percent of the total medical 
strength in the theater. This was exclusive of headquarters personnel, but it is 
unlikely that even with such personnel it reached 50 percent.?> By that time, 
the theater had returned much of its patient load to the Zone of Interior.?® Use 


*4* Data from monthly “Troop Lists for Operations and Supply.” 

*> Computations based upon communications zone strength (122,100) as shown in ‘‘Unit Strength— 
ComZ—ETOUSA. Comparison of Actual and T/O—15 Mar. 1945”, in Progress Report, Com- 
munications Zone, ETO—USA, 31 March 1945, p. 4. Theater medical strength used here equals the 
mean of strengths shown in “Strength of the Army” for 1 Mar. and 1 Apr. 1945. 

25 See footnote 9, p. 382. 


TasBLE 40.—Strength of Medical Department by Army components, 


Worldwide 
Group Total Alaska North America Caribbean 
January| August |January/August|January|August|January|August|January| August 
Regular Army 
Male personnel, Army: 
Strength... = es 543,954 | 577,423 |108, 275 |194, 407 | 10,884 | 14,790 | 10,559 | 20,118 | 48,389 | 47,337 
Percent of Army male__-| 29.4 16.5 58.5 26.6 46.9 20.7 80.8 31.7 64.4 44.6 
Male personnel, Medical De- 
partment: 
Strength.2ci cael. eee 33, 638 34,302 | 5,333 | 9,558 653 858 836 | 1,302] 1,897] 1,899 
Percent of Medical De- 
partment male-_-_------ 24.0 11.8 57.7 19.1 64. 2 29. 5 83.7 32. 4 48.9 33.5 
Officers, Army: 
Strongthiucs.. Se 14, 759 14,312 | 2,768 | 3,308 193 241 153 309 843 690 
Percent of Army officers.| 12.1 5.9 21.1 7.8 17.3 7.6 22.2 10.7 18.8 10.8 
Officers, Medical Depart- 
ment: 
Strength=..<-+2.2. 2-2. 1, 668 1, 692 285 397 15 16 14 31 109 106 
Percent of Medical De- 
partment Officers_--_-- 10.5 4.8 19.9 6.8 11.7 5.5 12.2 6.5 19.1 12.9 
Enlisted men, Army: 
Btrength:--- 226 eee 529,195 | 563,111 |105, 507 |191,099 | 10,691 | 14,549 | 10,406 | 19,809 | 47,546 | 46,647 
Percent of Army enlisted.| 30.6 17.3 61.3 27.8 48.5 21.4 84.0 32.7 67.4 46.7 
Enlisted men, Medical 
Department: 
Sirength.2..2. es 31, 970 32,610 | 5,048] 9,161 638 842 822 | 1,271 | 1,788} 1,793 
Percent of Medical De- 
partment enlisted - -_-- 25.7 12.8 64.7 20.8 71.7 RY 93.0 35.9 54.0 37.0 
Nurses: 
Strenethiccke uc Shee eee BiC70: |scnccsee 1 220 e cme dose 46 | see Secs a7ONsieceece 111 
Percent of all nurses___-_!__-...-- OOO Ve ee 40 00 ce: gece De PN ccank ne 2G ls eae 34.7 


See footnotes at end of table. 
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of civilians and prisoners of war also may have reduced the proportion of mili- 
tary personnel in the Communications Zone medical service. 


COMPOSITION OF THE MEDICAL DEPARTMENT OVERSEAS 


Army Components 


For some time after mobilization began in 1940, the majority of U.S. 
troops overseas were Regular Army due to the time element necessary to train 
the other components. At the same time, the proportion of Regulars in the 
Army as a whole was greater than it was in the Medical Department. This was 
true overseas in the early part of 1942 although the reverse had been the case 
in the middle of 1941 (tables 40 and 41). But as the relative strength of the 
Regular Army declined in the Medical Department overseas, that of every other 
component increased, at least for a time. 


worldwide and overseas, 31 January and 31 August 1942! 


Overseas 

Africa- China- War 
South Europe Middle | Persian | Burma-| Pacific Ocean Southwest Pacific | Depart - En 
Atlantic East Gulf India Areas Area ment route 


groups 


August | January | August | August | August | August/January| August | January | August | August | August 


445 102 37, 460 1, 538 105 5, 165 4,637 | 43,869 | 33,704 | 20,982 101 2, 497 
24.1 3.0 24.0 17.6 38.6 38.7 17.2 23.0 77.6 20.7 45.3 14.0 
60 26 1,704 65 5 253 1, 239 2, 192 682 1, 182 1 37 
37.7 8.5 14.9 14.0 25.0 25,1 65. 5 15.8 59.5 11.8 33.3 9.0 
7 2 842 43 8 100 670 574 907 368 101 25 
6.0 2.0 7.9 ye 8.0 9.1 21.0 6.0 25.7 5.8 45.3 2.3 
0 1 85 6 0 9 61 83 85 60 1 0 

0 10.0 6.7 9.1 -0 6.3 20.5 5.8 27.7 4.7 33.3 -0 
438 100 36, 618 1, 495 97 5, 065 3,967 | 43,295 | 32,797 | 20,614 0 2, 472 
25.3 3.0 25. 1 18.4 56.4 41.3 16.7 23.8 82.3 21.7 0 14.8 
60 25 1, 619 59 5 244 1,178 2, 109 597 1, 122 0 37 
42.8 8.4 15.9 14.9 62. 5 28. 2 73.8 17.0 ae 12.8 0 10.4 
i eee ee 0 35 0 i ae eae 7a (pes Bele 587 0 0 

|) eer -9 100.0 -0 Di a G0) OF |escvste 55.6 0 -9 
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TasBLe 40.—Strength of Medical Department by Army components, 


Worldwide 
Group Total Alaska North America Caribbean 


S| | SS | ED 


January| August |January|August|January|August|January|August|January|August 


National Guard 
Male personnel, Army: 
Direngeth. -=2 22s ete 214, 480 213, 520 | 19,283 | 78, 455 5, 258 | 11,697 48 2, 716 6, 317 7,072 
Percent of Army male.___| 11.6 6.1 10. 4 10.7 22.7 16.4 .4 4.3 8.4 6.7 
Male personnel, Médical De- 
partment: 
Sirenethesesc- ses. 13, 167 11, 859 680 | 4,989 105 402 24 116 237 309 
Percent of Medical De- 
partment male_-__---- 9.4 4.1 7.4 10.0 10.3 13.8 +2 2.9 6.1 5.5 
Officers, Army: 
PULENRURe ln sstes. ese S 17, 468 14, 570 1, 304 4, 351 286 583 3 137 430 529 
Percent of Army officers_ 14.4 6.0 9.9 10.3 25.6 18.3 4 4.7 9.6 8.3 
Officers, Medica] Depart- 
ment: 
Btreneth-ce cc ceeucescsace 1, 428 1, 163 64 420 10 27 0 9 30 38 
Percent of Medical De- 
partment officers... 9.0 3.3 4.5 7.2 7.8 9.2 .0 1.9 5.3 4.6 
Enlisted men, Army: 
Strengtne.. 75-25. Ae 197, 012 198,950 | 17,979 | 74,104 | 4,972 | 11,114 45 2, 579 5, 887 6, 543 
Percent of Army enlisted_ 11.4 6.1 10.5 10.8 22.6 16.3 4 4.3 8.3 6.6 
Enlisted men, Medical 
Department: 
irene thease rsorssers 11, 739 10, 696 616 | 4,569 95 375 2 107 207 271 
Percent of Medical De- 
partment enlisted _ _--- 9.4 4,2 Te 10.3 10.7 14.3 +2 3.0 6.3 5.6 
Reserves 
Male personnel, Army: 
Pirength2-2.pcccosecscce 134,107 | 211,416 | 9,491 | 38,169 638 | 3,280 519 | 3,884 | 3,669] 5,224 
Percent of Army male_-- 7.2 6.0 5.1 5.2 2.8 4.6 4.0 6.1 4.9 4.9 
Male personnel, Medical De- 
partment: 
Strebeth..s.c2-.+—-stes 16, 443 27,035 | 1,094] 5,264 103 280 98 523 441 647 
Percent of Medical De- 
partment male-_-.---- Ub yg 9.3 11.8 10.5 10.1 9.6 9.8 13.0 11.4 11.4 
Officers, Army: 
Strengtheece- ects ene 87,029 | 138,984 | 8,887 | 29,370 638 | 2,206 519 | 2,136 | 3,089 | 1,419 
Percent of Army officers- 71.5 56.9 67.8 64.6 57.1 69. 2 75. 2 74.1 68.8 69.0 
Officers, Medical Depart- 
ment: 
Sireneth.. -s2-- eect eee 12, 565 20, 135 1,076 4, 488 103 244 98 392 432 631 
Percent of Medical De- 
partment officers_-___-- 78.8 56.9 75.3 76.7 80.5 83.6 85.2 82.4 75.6 76.8 
Enlisted men, Army: 
Sireneth. cs occ ce caccsus 47, 078 72, 432 604 | 8,799 0| 1,074 0! 1,748 580 805 
Percent of Army en- 
HStOGc ooes coos tens 27 2.2 4 1.3 0 1.6 .0 2.9 8 -8 
Enlisted men, Medical 
Department: 
trent: =. sco paras nee ce 3, 878 6, 900 18 776 0 36 0 131 9 16 
Percent of Medical De- 
partment enlisted --_-- 3.1 2.7 2 1.8 .0 1.4 .0 3.7 3 3 


See footnotes at end of table. 


STRENGTH AND DISTRIBUTION 407 


worldwide and overseas, 31 January and 31 August 1942 \—Continued 


Overseas 
Africa- China- War 
South Europe Middle | Persian | Burma-| Pacific Ocean | Southwest Pacific | Depart- En 
Atlantic East Gulf India Areas Area ment route 
groups 
August August | August | August | January} August | January | August | August | August 
313 137 16 441 4,277 | 27,288 1,695 | 15,479 0 1, 523 
17.0 1.6 5.9 3.3 15.9 14.3 3.9 15.3 -0 8.5 
| 14 3 1 16 119 1, 824 96 1, 288 0 34 
8.8 .6 5.0 1.6 6.3 13.2 8.4 12.8 .0 8.3 
16 11 4 23 310 1, 319 226 851 0 50 
13.7 1.8 4.0 2.1 9.7 13.8 6.4 13.4 .0 4.6 
2 2 0 1 15 103 8 112 0 2 
10.5 3.0 .0 ae 5.0 To 2.6 8.8 .0 3.7 
297 126 12 418 3,967 | 25,969 1,469 | 14,628 0 1, 473 
17.2 1.6 7.6 3.4 16.7 14.3 3.7 15.4 .0 8.8 
12 1 1 15 104 1, 721 88 1,176 0 32 
8.6 -3 12.5 137 6.5 13.9 10.5 13.4 .0 9.0 
97 408 ae 1, 039 2, 199 8, 969 2, 415 7, 163 110 823 
5.3 4.7 26.1 7.8 8.2 4.7 5.6 wok 49.3 4.6 
16 46 8 146 221 1, 374 216 1, 275 2 45 
10.1 9.9 40.0 14.5 Vi Pit 9.9 18.8 12:7 66. 7 11.0 
81 344 91 930 2,197 7, 288 2, 400 4, 867 110 527 
69. 2 57.0 71.0 84.6 68.8 76.3 67.9 76.5 49.3 48.2 
16 45 8 124 221 1, 185 214 998 2 33 
84.2 68. 2 66. 7 86.7 74, 2 83.3 69.7 78.6 66.7 61.1 
16 64 0 109 2 1, 681 15 2, 296 0 296 
.9 8 0 9 .0 9 .0 2.4 0 1.8 
0 1 0 22 0 189 2 277 0 12 
.0 3 0 2.5 0 1.5 3 3.2 0 3.4 
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TABLE 40.—Strength of Medical Department by Army components, 


Worldwide 
Group 
January) August 
Reserves—Contin 1¢ed 
Nurses: 
Streng ph: ea eee See 5, 158 
Percent of all nurses_----|_------- 85:7 
Army of United States 2 
Male personnel, Army: 
Strenephss. eee ok 130,748 | 395, 089 
Percent of Army male _-_- Yad 11.3 
Male personnel, Medical De- 
partment: 
Strengphsssa23- 5 Shes ee 3,913 30, 813 
Percent of Medical De- 
partment male-------- 2.8 10.6 
Officers, Army: 
Sirengths.c cease: ~=---<. 2, 448 76, 007 
Percent of Army officers_ 2.0 31. 2 
Officers, Medical Depart- 
ment: 
Stronet heck. . 2b sees 288 12, 383 
Percent of Medical De- 
partment officers.._._-- 1.8 35. 0 
Enlisted men, Army: 
Strength ..2beesee... 2-5. 128, 300 | 319, 082 
Percent of Army en- 
listedeeetee <2 Sc 7.4 9.8 
Enlisted men, Medical 
Department: 
Strongth:....t 2st + ...23 3, 625 18, 430 
Percent of Medical De- 
partment enlisted _-_-_- 2.9 42 
Nurses: 
Sirebe thao. see es Sees 613 
Percent of all nurses_----|-------- 4.3 
Selectees 
Army: 
Strenpethie A 2cee See ed. 828, 207 |2, 103, 315 
Percent of Army male_-_--- 44.7 60.1 
Percent of Army enlisted--| 47.9 64.6 
Medica! Department: 
Strongthscc soles es Bk oe 73,079 | 186,303 
Percent of Medical De- 
partment male-.--_------- 52.1 64. 2 
Percent of Medical De- 
partment enlisted __--_-- 58.9 73.1 


Total Alaska 


January|August|January|August 


eee en a 53 
ire" SV es-2 |) eID 
885 | 39, 780 153 | 3, 269 
5 5.4 a 4.6 

29) 2,051 2 68 

3 4.1 .2 2.3 

160 | 5,206 1 157 
1.2] 12.3 .0 4.9 

4 542 0 5 

ce) 9.3 .0 1,7 

725 | 34, 574 152 | 3,112 

4 5.0 7 4.6 

25| 1,509 2 63 

B: 3.4 2 2.4 
ape a eres 0 
oe te Sk eee .0 
47, 180 |381, 248 | 6,222 | 38, 263 
25.5 | 521] 26.9] 53.7 
27.4| 55.3] 282] 56.1 
2, 103 | 28, 133 155 | 1,305 
22.8| 56.3] 152] 44.8 
26.9| 63.7] 17.4] 49.8 


1 Basic data from ‘‘Strength of the Army”’ for dates shown. 
2 Includes all personnel not shown under another heading. 


North America 


January|August 


Peat 95 
me eer 35.1 
175 | 2,509 

1.3 3.9 

4 164 

4 4.1 

15 303 

2.2| 10.5 

3 44 

2.6 9.2 

160 | 2,206 

1.3 3.6 

1 120 

1 3.4 
odie 0 
en easy & .0 
1, 767 | 34,319 
13.5} 54.0 
14.3] 56.5 

59 | 1,916 

6.7| 47.6 

5.9 | 54.0 


Caribbean 
January| August 
stoner 209 
poe ae 65.3 

172 | 9,487 

2 8.9 

10 314 

.3 5.5 

126 758 

2.8 11.9 

0 47 

.0 5.7 

46 | 8,729 

.0 8.7 

10 267 

.4 5.5 
‘Segre 0 
Sees .0 
16, 622 | 37,080 
22.1 34.9 
23.5 37.2 
1,291 | 2,500 
33.3 44.1 
39.1 51.6 
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worldwide and overseas, 31 January and 31 August 1942 \—Continued 


Overseas 
Africa- China- War 
South Europe Middle | Persian | Burma-| Pacific Ocean | Southwest Pacific] Depart-| En 
Atlantic East Gulf India Areas Area ment | route 
groups 


August | January | August | August | August | August | January| August | January| August | August | August 


(ol See aka 351 0 0 OO ees ences (i yf] Sesaipaaaeere 468 0 0 
@iine->. 6... 100.0 -0 0 [ie PERS ae RGN es tae 2 44.4 -0 -0 
120 4 7, 469 2, 344 25 528 305 6, 845 76 4, 855 12 2, 317 
6.5 2 4.8 26. 9 9.2 4.0 i 3.6 2 4.8 5.4 13.0 
23 0 452 94 4 32 13 477 0 381 0 42 
14.5 0 3.9 20.3 20. 0 3.2 ic 3.4 0 3.8 20.0 10.2 
13 3 2, 552 206 17 46 15 376 0 275 12 491 
El 3.1 24.0 34.1 17.0 4,2 25 3.9 -0 4.3 5.4 44.9 
1 0 246 13 4 9 1 53 0 101 0 19 
5.3 0 19.4 19.7 33.3 6.3 3 3.73 0 7.9 0 35.2 
107 1 4, 917 2, 138 8 482 290 6, 469 76 4, 580 0 1, 826 
6.2 .0 3.4 26.3 4.7 3.9 1.2 3.6 2 4.8 0 10.9 
22 0 206 81 0 23 12 424 0 280 0 23 
15.7 0 2.0 20.4 0 2.7 8 3.4 0 3.2 0 6.5 
Tacenee en "| ene al Bae ieaets (1S) ge area 9 = ee JS eae te ae Li ee et 
a EES re eee oe GPs All | eek aie 2 O |e se a 
871 1, 591 92, 449 4, 298 55 6,179 | 15,489 | 104, 044 5,489 | 53,003 0 10, 687 
47.1 46.3 59. 2 49.2 20. 2 46.2 57.6 54.4 12.7 52. 1 -0 59.9 
50. 4 47.7 63.5 52.9 31.9 50. 5 65.4 57.4 13.8 55. 7 0 63.7 
46 145 7, 408 255 2 562 301 7,977 152 5, 910 0 252 
28.9 47.2 64.7 55.1 10.0 55.6 15.9 57.7 13.3 58. 9 0 61.5 


32.9 48.8 72.8 64.1 25.0 64.0 18.7 64.2 18.1 67.4 -0 70.7 
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TaBLe 41.—Sirength of male personnel by Army components, worldwide and overseas, on 
31 July 1941! 


Total Army Medical Department 
Component Lee 
Number Percent Number Percent 
World wadens { seas. (ese a tee i pe 1, 524,375 100. 0 120, 914 100. 0 
Recilarsariiy Ss Sirs eee 508, 383 Bon 32, 255 26.7 
NationaliGuand 3: 25.128 = oo eee 2 280, 333 18. 4 317, 261 14. 3 
IRESCTIVER SS Sere ek sak ee en 65, 143 4.3 11567 9. 6 
Belectscsaee cs cheat eee ieee 670, 516 44.0 59, 831 49. 5 
COMET REARS a Manta bot mee eae Ree es 122, 913 100. 0 4, 761 100. 0 
Regular Army 22 ood 2 100, 534 81. 8 3, 919 82. 3 
NationaiaGuand 22502-5252 4.22 47,472 6.1 5 154 3. 2 
ROR OnVGS Past ce ee i bees 4,118 3. 4 490 10. 3 
ISG IOCUROS epee = a eee ee ae ce 10, 789 8.9 198 4,2 


1 Basic data from “Strength of the Army,” 31 July 1941. 

2Includes approximately 22,000 Army of the United States enlisted men or 1.4 percent of the 
worldwide Army male strength. See table 12, footnote 18. 

3 Includes approximately 750 Army of the United States enlisted men or 0.6 percent of the world- 
wide Medical Department male strength. See table 12, footnote 18. 

*It is uncertain whether Army of the United States enlisted men are included. Since in January 
1942 the number of such enlisted men serving overseas was only 725 (see table 40), the number 
on 31 July 1941 could not have been large. 

5 It is uncertain whether Army of the United States enlisted men are included. In January 1942, 
the total oversea strength of such personnel was 25 (see table 40); hence, they could hardly have 
been more than a handful in July 1941. 


The actual size of the components, however, cannot be traced beyond the 
early part of 1948 except in the case of Regular Army officers. In April 1944, 
Regular Army officers, numbering 618, constituted 2.01 percent of the male 
Medical Department officer strength in foreign areas. The corresponding 
figure for all male officers (6,323) was 2.37 percent.?7 

It can be said with certainty, however, that by the closing days of the war 
at least 80 percent of the oversea medical enlisted strength comprised selectees 
and not less than half of the male Medical Department officers abroad were 
so-called Army of the United States personnel; that is, neither Regulars, 
National Guardsmen, nor reservists. 

The trend of Army components among nurses probably was the same as 
that among male officers until about the middle of 1942. At that time, a large 
reclassification of members of the Army Nurse Corps took place, and many 
who had been considered reservists were given Regular Army status. Some 
delay occurred, however, in the reclassification of those nurses who were abroad 
or at least in the recording of this reclassification. Thus, on 31 August 1942, 


*7On 30 April 1944, the Regular Army strength of the male Medical Department officer corps 
overseas and the percentage of Regulars in the total oversea strength of each corps were as follows: 
Medical Corps, 509 (2.5 percent); Dental Corps, 66 (1.6 percent) ; Veterinary Corps, 35 (6.5 percent) ; 
Pharmacy Corps, 9 (88.8 percent). Basic data are from AG Machine Records Branch, Military 
Strength of Bases. Recapitulation by Arm or Service by Station, Officers and Enlisted Men, 30 Apr. 
1944. 
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the proportion of nurses serving in oversea areas and who were reported to be 
in the Regular Army was considerably smaller than the corresponding world- 
wide ratio (table 32). By the end of October, this situation had changed, and 
by 30 April 1944, the proportion of Regular Army personnel among nurses 
serving in foreign areas was not much different from the corresponding ratio 
among other personnel. 


Negroes 


In the early part of the war, proportionately fewer Negroes were shipped 
overseas by the Medical Department than whites, partially because of the 
reluctance of theater authorities to utilize such personnel. Manpower short- 
ages together with the War Department policies to better utilize Negro per- 
sonnel and to ship abroad personnel that had not seen foreign service reversed 
the proportion of Negro and white Medical Department personnel overseas.?* 
For much of the period between October 1944 and the end of hostilities, the 
number of Medical Department Negroes overseas was proportionately greater 
than the oversea portion of the Medical Department as a whole. Contributing 
to this change was a decline in the Medical Department’s overall Negro 
strength, a decline which was relatively greater than the corresponding loss 
to the Army as a whole. 

While every Negro table-of-organization hospital unit organized in the 
Zone of Interior eventually went overseas,?? the number of such units did 
not exceed five. The increasing use of Negro medical personnel outside 
the United States was perhaps primarily manifested in regard to sanitary 
companies. As late as June 1943, only two of these companies were abroad ; 
one, the 708th, had gone overseas in 1942 and was operating in the North 
African Theater of Operations, U.S. Army, and the other, 716th, had arrived 
on Guadalcanal in the spring of 1943. Between August and December 1943, 
only five more sanitary companies were shipped abroad, three to the European 
theater and two to the Pacific. In 1944, however, at least 35 medical sanitary 
companies were moved overseas; in January 1945, one additional company was 
activated in Hawaii. Thus, if January 1945 be taken as the month marking 
the peak oversea Negro medical strength (14,150), it may be assumed that at 
least 5,000, or more than one-third of this oversea strength, were allotted to sani- 
tary companies (tables 31 and 42). Virtually all of the companies were con- 
centrated in the European theater and the Pacific (table 42). These were the 
areas which were receiving the largest number of personnel of all types and this 
at a time when the War Department policies to promote oversea use of Negroes 
were becoming effective. 

The sanitary companies were trained primarily for the purposes of 
malaria control, but even in the Pacific, many were occupied in hospital con- 
struction and some were used as pools of Medical Department common labor.*° 

°8 Information from Mr. Ulysses G. Lee, Jr., 24 July 1953. 


29 See footnote 9, p. 382. 
20 Quarterly Report, 714th Medical Sanitary Company, 5 July 1944. 
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TasBLE 42.—Negro Medical Department units overseas, Pearl Harbor to V-J Day ! 


Authorized 
Africa- | China- strength § 
Type TOE 2 Europe | North | Middle | Burma- | Pacific 4 
Africa | East 2 India 
Officers | Enlisted 
men 
Medical Sanitary Company___| 8-117 17 1 0 0 26 132 | 4, 928 
StationsHospitalis == == 8-560 0 0 1 2 1 130 244 
Medical Prophylactic Platoon_| 8-500 0 1 i) 0 0 0 6 
Medical Battalion 7_________- 8-15 0 1 0 0 il 8 72 858 
Motor Ambulance Company-_-| 8-317 10 2 0 0 3 60 | 1, 275 
Malaria Survey Unit.____-_-_- 8-500 0 0 i 0 1 2 24 
Malaria Control Unit__-__-_-- 8-500 0 0 2 0 0) 2 22 
Veterinary Company - ------- 8-99 9] 9] 0 3 0 20 236 
Veterinary Animal Service 
Detachmentunices 20. 2Leee 8-500 0 0 0 0 1 1 4 
Medical Supply Platoon 
(CATION) eee eel 8-497 0 1 0 0 0 2 17 


1 Compiled chiefly from copies of unit cards, W.D., A.G.O,. Form 016, 1 Feb. 1942. 

2 A 1944 TOE has been selected, if published in that year. In all other cases, a TOE prior to 1944 was used. In 
many cases—particularly in the 8-500 series—the T/O was totally changed during the war. 

3 All units listed in this column were in Liberia. 

4 Certain units saw service in both the Pacific Ocean Areas and in the Southwest Pacific. However, the one station 
hospital and the three malaria control units served exclusively in the Southwest Pacific and the veterinary animal service 
detachment operated only in the Pacific Ocean Areas. Some of the other units also may have served in only one of the 
theaters. 

5 T/O strength times number of units. Totals therefore are merely approximations to actual strength, particularly in 
view of changing T/O’s, the undetermined number of white officers utilized, and overstrengths. 

6 The 168th Station Hospital, with white officers and enlisted men, is not included in the unit tabulation, but the 
Negro nurses in that unit are counted in the ‘‘Authorized strength” column. 

7 The medical battalions were the largest medical units staffed with Negro personnel in World War II. The 318th 
supported the 93d Infantry Division in the Pacific; the 317th supported the 92d Infantry Division in Italy. 

8 Includes 4 warrant officers. 

One Negro veterinary company moved from the North African to the European theater with the invasion of south- 
ern France in August 1944. 


In the absence of a serious malaria problem in the European theater the per- 
sonnel of the sanitary companies serving therein, though used principally 
as litter bearers, were also used to guard prisoners of war occupied as Medical 
Department labor, to perform elementary carpentry and masonry tasks, to 
handle mail, and to pack supplies as well as operate small dispensaries and 
carry out basic sanitary measures in the vicinity of Medical Department 
units.** Among other Negro Medical Department organizations that served 
overseas, the most important from a numerical point of view were the motor 
ambulance companies. Many of these units were employed in the European 
theater and lesser numbers in the North African theater and in the Southwest 
Pacific (table 42). 


%1(1) Annual Report, 726th Medical Sanitary Company, 30 June 1945. (2) Periodic Report 
(1 Apr.-10 May 1945), 274th Medical Sanitary Company, 23 May 1945. (3) Annual Report, Surgeon, 
Normandy Base Section, European Theater of Operations, U.S. Army, for 1944, dated 31 Jan. 1945. 
(4) Periodic Report (1 Jan.—30 June 1945), 703d Medical Sanitary Company, 15 Aug. 1945. 
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Distribution by Sex 


For much of the period of hostilities, female personnel of the Medical 
Department serving in oversea areas constituted a larger percentage of total 
Medical Department strength in such areas than they did of total Medical 
Department strength worldwide (tables 43 and 44). This situation existed 
until the threat of a draft brought the Army Nurse Corps up to authorized 
strength. Furthermore, Medical Department female personnel constituted 
the large majority by far of military female personnel in oversea areas during 
World War II. In the Zone of Interior, this ceased to be true as early as 
January 1943 (table 43). 


TABLE 43.—Proportion of Army female personnel in the Medical Department * 


Medical Department * Medical 
PE eee eee Department 
Total Army Total Army percent of 
Date female 2 Percent of Percent of female 5 total Army 
personnel total Army | total Medical personnel female 
female Department personnel & 
personnel personnel 4 
Worldwide Overseas 
1942 
ay eeemner.. ...........--- 23, 841 84 5. 8 3, 803 100 
1943 
SEC Co 5 Sen 2 cr a a 45, 126 52 4.7 5, 978 97 
So)! MT gee Ss Ua ae ge 79, 059 35 4.7 8, 033 97 
BL UL Se Se eo 92, 146 30 4.9 10, 796 91 
aUi@letaper. = SA gue. = ee 89, 485 40 5. 8 15, 716 86 
1944 
31 9) 17105) ae eee 98, 932 39 6-1 19, 872 88 
50 S011] ESN a ee ee pepe Ree eee 109, 822 a4 6. 3 26, 566 82 
Per tees ee 121, 341 35 4.3 32, 464 73 
mpP@ICEOOh === |= 2k 132, 697 33 6. 4 39, 947 66 
1946 
BS 6 er 137, 929 33 6.8 42, 644 66 
S\lilvls | 11st lasptye peace aia deepen 153, 991 36 8. 1 45, 876 65 
SL ae {i | 57 242) i he a pe eee 152, 882 38 8. 9 46, 374 63 
30. September. -.......-..-.-- 141, 306 39 9. 4 347,361 63 


1 Female strength is that of the female components and excludes the small number of women who served in the 
Medical Corps. For worldwide strength of women doctors, see table 1, footnote 3. In oversea areas, probably no more 
than 18 women doctors saw service. 

2 Aggregate of worldwide Medical Department female personnel as shown in table 1 and WAAC and WAC personnel 
as shown in “Strength of the Army,” 1 Jan. 1947, pp. 44-45. 

3 For basic data on Medical Department strength, see table 1. 

4 For Medical Department strength, see table 1. 

5 Aggregate oversea Medical Department female personnel as shown in table 44 and oversea WAAC and WAC person- 
nel as reported in ‘‘Strength of the Army,” 1 Jan. 1947. 

6 For basic data on Medical Department female personnel overseas and the percentage of Medical Department oversea 
strength in female components, see table 44. 
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TaBLE 44.—Oversea strength of Medical Department—male and female officer components, 30 
September 1942-30 September 1945 


Male officer corps Female officer corps 
Date Percentage Percentage 
of total of total 
Strength 1! Medical Strength 1 Medical 
Department Department 
strength 2 Strength 2 
1942 
OY OOPNOUNIET 2. = cls cameleon phere seats 6, 477 11.0 3, 803 6.5 
1943 
31 duilereues seal Ue natk GA ak pees 10, 003 11. 4 5, 779 6. 6 
SAO Ue erke cs era eae ae ee ne ae 13, 008 I es 7, 159 6. 9 
Pal he i yaa RE ips alee a el, od espa Spel cable 15, 543 tg et 9, 859 v4 
SUMO CHOW b TeNem Meneses 19, 422 10. 8 13, 533 v5 
1944 
elleee) ONIN ATV Se Re bee eh a 24, 693 10. 3 17, 525 7.3 
Pai ava oy CUCC yaaa s kak eee  : aaeer ee r Oe 30, 809 10. 3 21, 690 1.2 
Sue. = Ae eee ee ee eet. LT reid fn baat 35, 482 10/3 23, 658 6. 9 
Liye 2 Cin SL. c! aleeataalgaaetel TEapale en lpiaeeating MAE Reais a 37, 884 10. 3 24, 360 6. 6 
SIRO COMET wee sees cee eke ho eee 39, 877 10. 2 26, 532 6. 8 
1945 
Ol IGN Tse ee ee ee oe oe tee clk 43, 894 10. 2 28, 362 6. 6 
SO SANDE a= dee cer sala te ee ee 48, 358 10. 4 29, 834 6. 4 
SIR Via y ete Mee AS tet ROE a seen RN an 47, 692 1055 30, 145 6. 6 
BOO nOe 2 awaits ue: oe. fd 46, 583 10. 5 29, 269 6. 6 
SOUL ot See ee ee en oe eee 43, 725 10. 3 29, 339 6. 9 
Ee Re eS aa = 4 39, 467 10: 26, 558 4,40 
BO Sepia i eWeek weupes cued redtbd Bows 34, 815 10. 5 23, 397 ie | 


1 From table 32. 
2 Medical Department strength from table 31. 


Officer Strength 


Overseas, as in the Zone of Interior, the Medical Department contained 
a greater proportion of officers than did the Army in general, and between 16 
and 19 of every 100 officers serving overseas were members of the Medical 
Department. For reasons already set forth, however, officers ordinarily con- 
stituted a somewhat smaller percentage of the Medical Department’s strength 
overseas than they did of its worldwide strength. The year 1943 witnessed 
an exception to this rule (table 45). 
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Table 45.—Medical Department officer strength, worldwide and overseas, 30 November 
1941-380 September 1945 


oe . : 
r e 
Teereaten EAE a Rate per ~ — of total” 
Date and area Number !} °,rmy |Number’) _ Medical 1,000 officer’ | Medical 
strength 2 — troops? | strength oye 
strength 
Army officer strength Medical Department officer strength 

30 November 1941: 

WW outed chk 121, 094 7.4 p52) nla 2 BN 14 19.4 17.8 

CR UCNPENIE Sa Fe 8 os oP see. 10, 217 6.2 1, 412 6.0 9 13.8 1b yg 
31 March 1942: 

eorithwide so u255 5.5. -<! 157, 867 6.6 S580" | ss Sac 13 20.0 15.7 

UU So Sa 22) a er 21, 475 6.5 3, 581 11.4 ll 16.7 18.8 
30 June 1942: 

Mpartchuidien =) 25252 ooo. 214, 151 7.0 ct ey [st ee ge Se 14 20.4 17.2 

eT Se, a rs 2 36, 393 6.0 7, 518 17.2 12 20.7 17.6 
30 September 1942: 

iyvewlenwitiee =~ 2 307, 009 ae G5; O28 be cncasnntaee 17 21.5 18.9 

Ovi oot ae 54, 797 6.7 10, 280 15.6 13 18.8 17.5 
31 January 1943: 

Worldwide 2. 2 438, 499 7.5 (eee ee 14 18.2 16.1 

Li Dy EC ete ata ne 83, 384 7.4 15, 782 19.7 14 18.9 17.9 
30 April 1943: 

\ 016 971 5 6 Sea 525, 669 7.8 Sa 72: al CR lea ra aa 13 16.9 15.1 

CCS (57 Se 110, 474 7.9 20, 767 23.4 15 18.8 16.1 
31 July 1943: 

A OODLE 50 - oe ee aS Se eae 602, 831 8.5 LS | ee a ae 14 16.4 15.8 

(i) ST Se aera 148, 911 8.1 25, 402 25.7 14 17.6 18.2 
31 October 1943: 

V1 5015 ae 660, 892 ACL Bl gl Fa 5 pl i ee 15 16.3 17.4 

Lh ATER OS galt Raat 182, 209 8.1 32, 955 30.7 15 18.1 18.3 
31 January 1944: 

Weeanldwide-..2--=2-.-2_2.5..2 707, 828 ve heed a a(S be a 15 16.1 18.1 

ON ES Ss a a 231, 610 8.2 42,218 37.2 15 18.2 17.7 
30 April 1944: 

WWarldwide--. 2 = oJ 28 743, 075 a | wiepeil lon cacccecaese 15 15.9 18,2 

OS Re es A a 296, 141 8.3 52, 499 44.3 15 17.7 17.5 
31 July 1944: 

Wrorldiwide-s 5 fo 5 = 784, 726 ON Ea 748. (oe ee cor ets 15 15.4 17.8 

Cyr Cae a ee eee 352, 850 8.6 59, 140 49.0 14 16.8 17.2 
30 September 1944: 

JS 815, 691 pS aM Wins 7-7 ts 2 earn tetme aee Seane 15 15.0 18.0 

Orparsods= 222-22 2L2 sli tus 383, 590 8.1 62, 244 50.8 14 16.2 16.9 
31 October 1944: 

VOLO 5 0 Ce a a a 815, 709 10.1 pe tar Jel eek Severe estes 15 15.3 18.1 

Whvonspdsene de ELA 397, 547 8.6 66, 409 53.3 14 16.7 17.0 
31 January 1945: 

1 G15 1G Cees eee 844, 646 I: 55), 0205 004) Fo. oo eee ae 16 15.4 19.5 

CRVCISOHRS Sa S 2s OU set. 431, 299 8.4 72, 256 55. 6 14 16.8 16.8 
30 April 1945: 

2 Grd) 6 6 aa aa aa 879, 775 WOrde |" lat, Woe: eee etenesaccse 17 15.9 20.8 

OhVersease es es csi s cues 465, 932 8.5 78, 192 55.9 14 16.8 16.9 
31 May 1945: 

WHORL WG@E=- 5 <5 cece case 892, 167 TOPS: || Pots (accuse. seanense 17 16.0 21.4 

Chyursenst -. see See cee 465, 636 8.6 77, 837 54.7 14 16.7 Let 


See footnotes at end of table. 
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TABLE 45.— Medical Department officer strength, worldwide and overseas, 30 November 1941- 
30 September 1945—Continued 


Percentage 
of Percentage 
Percentage worldwide | Rate per | Percentage of total 
Date and area Number !| of total |Number$ Medical 1,000 of Army Medical 
rmy Department | troops 2 officer Department 
strength 2 officer strength strength 4 
strength 
Army officer strength Medical Department officer strength 
eS 

30 June 1945: 

Worldwidet2 Lone. dehocce 890, 798 1098 je 142,616 .|_.c-dsee8-3 17 16.0 

Overseas 2 2-2 os oS ce 440, 311 8.4 75, 852 53.2 14 17.2 
31 July 1945: 

World widet2= s+ -2- 2.282. -— 896, 611 1080) |), 145,342" |S. _. 288258 18 16.2 22.0 

Overseasi. 5.24... fs 415, 205 8.4 73, 064 50.3 15 17.6 17.3 
31 August 1945: 

World wides.2e. 2. <ctcbSccce 897, 929 NGS te 48 ATS ks ee 18 16.1 22.7 

OVeEnscAssseeen co oe eee 393, 943 8.5 66, 025 45.7 14 16.8 17.5 
30 September 1945: 

WOT Widbhtee See 879, 542 1886 tie 138) 656 15-2). aoe ee 18 15.8 23.4 

Overseas 2: 2-42: - soo eS 357, 131 8.6 68, 212 42.0 14 16.3 17.6 


1 Includes all commissioned officers as well as warrant officers, flight officers, and WAAC officers. Worldwide 
strength except for March 1942 is worldwide officer strength as shown in ‘‘Strength of the Army,”’ for 1 October 1945, minus 
worldwide Medical Department officer strength as shown in table 1 plus worldwide Medical Department officer strength 
as shown here. Worldwide strength for March 1942 consists of Medical Department officer strength shown here plus 
worldwide non-Medical Department officer strength as determined in accordance with procedures for determining all 
strengths on that date described in table 31, footnote 2. Oversea strength for all months except March 1942 from 
“Strength of the Army,’’ 1 October 1945. Oversea strength for March 1942 determined in accordance with procedure for 
ascertaining all oversea strength on that date described in table 31, footnote 2. 

2 For worldwide total Army strength, see table 1; for the same strength overseas, see table 31. 

3 Oversea strength is the sum of the oversea strength of the individual officer corps as shown in table 32. Worldwide 
data from table 1. 

4 For worldwide Medical Department strength, see table 1; for the same strength overseas, see table 31. 


Quality 
Medical Corps 


By the middle of 1945, the great majority of Medical Corps officers— 
amounting to at least 69 percent of the peak strength of the corps—had seen 
service overseas. The early shipment overseas of medical officers in affiliated 
units resulted in a decided improvement in the professional quality of medical 
care in those areas. Medical officers in these units were by experience and pro- 
fessional training highly skilled physicians. At the same time, the gains 
obtained in oversea theaters by the acquisition of these officers were a loss to 
Zone of Interior installations. Many older specialists who had served long 
in the Zone of Interior as specialists were transferred by their own request 
to oversea assignments. In mid-1945, about half the medical officers over 
the age of 50 who were not Regular Army personnel were overseas. A sizable 
majority of this age group serving in the Zone of Interior were assigned to 
the Veterans’ Administration. In the entire medical service, including both 
Regulars and non-Regulars, the majority of the group in the over-50 category 
were overseas. 
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On the other hand, in the Zone of Interior, as large medical requirements 
for definitive and specialized care built up during the war, it was necessary 
concurrently to retain highly qualified specialists in the United States and, 
in fact, to return some from oversea theaters. 

In the early part of the war, despite the departure of affiliated units, the 
Zone of Interior retained more specialists than it released for oversea shipments. 
As the war progressed and the Zone of Interior installations were stripped of 
their specialists, the oversea theaters were considerably better staffed. Toward 
the end of the war, with the return of some specialists to the Zone of Interior 
and the induction of others, the two areas became approximately equal in 
quality. After V-E Day, the Zone of Interior again was better staffed. A 
greater proportion of its doctors were specialists than was the case overseas, 
and a greater proportion of these also had proficiency ratings above the mini- 
mum of D. What was more significant was the fact that this advantage was 
centered in the A and B categories (table 46). 


TasLe 46.—Strength and proficiency ratings of Medical Corps specialists, worldwide and 
overseas, 20 June 1945 } 


Group Worldwide Overseas 

i NEPOIMNERD So ee re oe mn ne ee een sce ee 47, 938 25, 449 
iS Treen gt ee oe ls Cea cue = 26, 525 12, 679 
Pereent of specialists in total strength_-_..._.....-------------- bor ae 49. 82 
Specialists rated A: 

I tal etl ie em Me ee 197 79 

ipercena oe COna: Seeitlisus = . 14 . 62 
Specialists rated B: 

errenniteeeeaae ee, Mire, FU) IST heath iota EOC Ol Lies SU afb 4, 989 2, 033 

MeReCiKi. Ur COn SpeGialiste. <3 = on) aoe Sel be lk bene 18. 81 16. 03 
Specialists rated C: 

DV (TTT. BAS os gles eS eliinenea tote ate Lab isle Nene eee eee eee eae eet oh 9, 124 4, 559 

eneenncOm total Specialigis. — aS le. PST et See ee oe 34. 40 35. 96 
Specialists rated D: 

[SSCTTY 2 ee So Se Oe ee el ee ee Ae 12, 215 6, 008 

nereCriOmfOUmh SUCCISUStG 2: fs ay. gt 46. 05 47. 39 


1 Basic data from ‘“‘Summary Sheet, Specialists Inventory Report Form as of 20 June 1945’’ in ‘‘Classification Count’’ 
(prepared in the Personnel Service, Military Personnel Division, Office of The Surgeon General). 
2 Strengths vary considerably from those shown for approximate dates in tables 1 and 32. 


It is very difficult to compare with any degree of accuracy the overall 
quality of the medical officers in the individual theaters. In the early part of 
the war, because of the military strategy adopted, the Mediterranean and 
European theaters were favored from a qualitative point of view. But as the 
war progressed, efforts were made to raise the level of professional quality in 
the Pacific and in China-Burma-India as those theaters gained in military 
importance. 


418 PERSONNEL 


Dental Corps 


In the early part of the war, the distribution of dental personnel according 
to quality probably resembled that of the Medical Corps. The affiliated units 
which went overseas early contained highly skilled dentists as well as doctors. 
But the dental service overseas was never augmented to the same degree that 
the medical service was. One reason for this may be the fact that the Dental 
Corps never had as much as half its strength abroad, with the consequent 
likelihood that a great many of its members failed to see oversea service. It 
is also possible that the need for high quality dental personnel in oversea areas 
was relatively limited. Thus, the Zone of Interior managed to retain more 
of its highly qualified dental personnel than it sent overseas.** 


Enlisted personnel 


There may have been a tendency for a brief period early in the war to 
retain the better type of Medical Department enlisted man in the Zone of 
Interior and to send abroad the misfits and other less desirable persons. One 
observer, at least, found that in the Southwest Pacific certain station hospitals 
activated just before departure for that area in 1942 contained what he con- 
sidered an “abnormally high proportion” of problem cases.** The same 
observer noted, however, that many other units were not staffed in this manner 
and that the personnel authorities in the Office of The Surgeon General made 
vigorous efforts to prevent the objectionable practice. The various regulations 
covering oversea service of enlisted men issued after the beginning of 1944 
increased the difficulty of retaining higher quality medical enlisted personnel 
in Zone of Interior installations. It is significant that The Surgeon General 
stated in October 1944 that the personnel most suited to be commissioned in 
the Medical Administrative Corps were warrant officers and Medical Depart- 
ment noncommissioned officers serving overseas.** 

Late in the war, conditions overseas leading to a large-scale exchange of 
enlisted personnel between the Medical Department and the combat branches 
served to lower the quality of the enlisted personnel in the oversea medical 
service. A similar exchange and like deterioration also was taking place in 
the continental United States. Hence, it is difficult to determine whether, at 
the end of the war, the quality was higher at home or abroad. The later stages 
of the war also witnessed a tendency to send limited-service men overseas, 
particularly as members of communications zone units. Thus, in the communi- 
cations zone of the European theater, there were 36,042 Medical Department 


* Letters, to Col. C. H. Goddard, Office of The Surgeon General, from (1) Brig. Gen. L. H. Tingay, 
DC, Brooke Army Medical Center, 20 Sept. 1952; (2) Col. E. W. Cowan, DC, 15 Sept. 1952; (3) D. J. 
Holland, D.D.S., Boston, Mass., 18 Sept. and 21 Oct. 1952; and (4) Col. T. A. McFall, DC, 4 Oct. 1952. 

33 Letter, M. C. Pincoffs, M.D., Baltimore, Md., to Col. C. H. Goddard, Office of The Surgeon 
General, 29 Aug. 1952. 

34 Memorandum, The Surgeon General, for War Department, Assistant Chief of Staff, G-—1, 9 
Oct. 1944, subject : Medical Officer Requirements and Availabilities. 
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enlisted men who, as of 15 March 1945, were so classified and who constituted 
nearly 38 percent of the total strength of such personnel in the zone. The 
corresponding percentage for all the theater personnel was somewhat under 
22 percent.** It need not be assumed, however, from the fact that large 
numbers of Medical Department enlisted men were regarded as unable to 
perform general duty, that they could not accomplish the tasks assigned to 
them in a satisfactory manner. Furthermore, it is likely that the limited- 
assignment Medical Department enlisted personnel in the communications 
zone constituted the great bulk of such personnel in the theater; in relation to 
the total Medical Department enlisted strength in the broader area, they were 
less than 16 percent. 


Non-Medical Department Personnel Overseas 


As in the Zone of Interior, chaplains, engineers, and other officer special- 
ists worked in Medical Department installations overseas although, as already 
indicated, it is difficult to state the strength of such personnel with the precision 
possible in the case of Medical Department personnel proper.*® <A similar 
group comprised the workers of the American Red Cross Hospital Service— 
field directors, assistant field directors, medical social workers, recreation 
workers, staff aides, and their assistants—who were assigned to or worked with 
Army medical units in virtually every oversea area. As in the continental 
United States, the Red Cross personnel handled patients’ communications with 
their homes, aided soldiers with their financial and personal problems, and, in 
general, did all kinds of welfare work for members of the Army. They not 
only set up recreation programs in the hospitals, but also obtained social 
histories of the patients for their own or the medical officers’ use. 

It was originally planned that Red Cross personnel assigned to the Army 
for service overseas should be placed only in general and station hospitals, but 
the importance of field, evacuation, and convalescent hospitals made it desirable 
to assign workers to these units too, and this at least in the case of evacuation 
hospitals was done within the theaters. Normally, Red Cross personnel were 
assigned to Army hospitals as follows: 5 workers per 1,000-bed general hospital, 
with 3 more for each additional 500 beds; 3 per station hospital (between 500 
and 1,000 beds) ; 10 per convalescent center (in the European theater) ; and 2 


for each field and 400-bed evacuation hospital. In cases where more workers 
were available, more might be assigned. Smaller medical units were usually 
covered by Red Cross field directors. 

Available statistics do not differentiate Red Cross personnel working in 
Army hospitals from those employed overseas in Navy and civilian medical 


3 “nit Strength—ComZ—ETOUSA. Comparison of Actual and T/O—15 Mar. 1945,” in 
Progress Report, Communications Zone, ETO—USA, 31 March 1945, p. 4. 

36 The number of table-of-organization positions for chaplains in oversea hospitals on 30 April 
1945 was 1,050. (Data from “Troop List for Operations and Supply, 1 May 1945.) This was a 
figure in excess of the number of veterinary officers, dietitians, or physical therapists serving abroad 
on that date (table 32). 
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installations, but it is safe to assume that the bulk of oversea hospital workers 
of the American Red Cross worked in Army establishments. ‘The total number 
of these workers increased from 73 in mid—1942 to 2,197 in the middle of 1945 
(table 47) .%7 


TaBLeE 47.—The American National Red Cross: Oversea hospital workers on duty and en route, 


1942-465 
Type of worker 1942 1943 1944 1945 

Supervisory and administrative field staff________ 0 0 24 24 
Field director and assistant field director___________ 0 78 165 231 
Staff aide and assistant to field director___________~_ 0 260 568 
INTOGIGAICsOCIAISWOTK ERS o> 22 oe as Der ee ls ee 5 86 192 190 
Recreabion workers se22 2 Seen. Sere ee 47 183 557 Foul 
Recrentionsiconsulvanmee —- 5-22-5252 2 255-2 2585 22525 - 0 0 0 7 
Hospital visiton: est 2p ee re USE eae 0 34 0 0 
Clerical, stenographic, secretarial._._..__.__.._.__-. 21 114 366 466 

ALLO) 25) ig ie eee. (pele ae RR. AS ERNE SS Pa  S t 73 495 1, 564 2,197 


Source: ‘Oversea Hospital Workers on Duty and Enroute as of June 30 (or nearest comparable date) 1943 through June 
30, 1949,”’ enclosure to letter, C. H. Whelden, Jr., Chief Statistician, The American National Red Cross, National Head- 
quarters, to Historical Unit, Office of The Surgeon General, 6 June 1952. 


Members of the Women’s Army Corps, civilians, and prisoners of war also 
swelled the strength of the medical service overseas beyond the figures re- 
vealed by statistics of Medical Department elements proper. 
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Influences Affecting the Rate of Loss 


Factors tending to reduce the Medical Department’s temporary as well 
as permanent losses, in comparison with those of the Army at large, were the 
location of the great bulk of medical personnel overseas in Army service areas, 
various communications zones, and base sections where the hazards of combat, 
though not absent, were minor, and the location of large numbers of personnel 
in the Zone of Interior. The extent to which these factors operated to reduce 
the dangers of combat is indicated by a comparison of the battle-casualty rates 
of the Medical Department with that of the Army as a whole (table 48). For 
officers, the Army rate was 36.6, while the Medical Department rate was 3.2; 
for enlisted personnel, the Army rate was 32.6, the Medical Department rate, 
11.6; for officers and enlisted men combined, the Army rate was 32.6, the 
Medical Department rate, 10.1. (See also tables 49, 50, and 51.) 


87 (1) Letter, D. C. Smith, American National Red Cross, Washington, to the Office of The Sur- 
geon General (attention: Lt. Col. Markowitz), 16 June 1952, with enclosures thereto. (2) Annual 
Report, Personnel Division, Office of the Chief Surgeon, European Theater of Operations, U.S. 
Army, 1948. 
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TaBLeE 51.—Battle casualties of the Medical Department, officers and enlisted men:1 Missing 
in action,2 7 December 1941-31 December 1946 


Total 


Area and group 


Annual 
Number] rate per | Number 
1,000 4 


Total overseas 


otal Army? sce scesterug ceed 30, 314 3. 1 
OMBOM So Se 62 ts ome 5,744, 7.2 
Enlisted:.2- 2. 2. -= See 2 24,570} 2.8 

Medical Department__________- 547 ay 
Officers: = chs se ae a a eS 31 2 
Ms teOe. ks So ee 516 28 

Regional 

Alaska: 

Tobe) Arm. 2: S225 eebe. = 41 22 
Officers he Se SS SF 6 .4 
nlistedesee. S322 oo Foe So 2 

Medical Department_____-_- 0 0 
Mena ee Se 0 0 
Wnlisted sass 05 22 Soc 0 (0) 

Caribbean and South Atlantic 
Tiss) are SS ee Bee a SS 11 0 

OMicersac2 Si ee aS 1 () 
nlistedss. = Sac ve ta. 2 10 0 

Medical Department _____-_- 1 all 
cniioere oh: he Fe St 0 0 
Pilisted me oo.) eS eS 1 1 

European theater: 

Gal Wenig eo Se 14, 528 4,2 
OMbers ca oo ee 1, 683 5. 7 
Balisieay eo 6 3 ose ks 12, 845 4.1 

Medical Department______- pul 1.0 
NO CGNs eee Sk ner ee ef ay | 
iinlisteds 22.22 2. 2 ee 304 1:2 

Mediterranean theater: 

DOA AMY S os sc aaa 8, 487 5. 8 
ROG 2 5 ea eS a Oa Gg Wie 
SLT 1: RSO eg Re eet 6, 710 5. 0 

Medical Department ______- 92 9 
Spemeene tk et bole 2 Be! 
HUMMIStCOS uc Dae as lS 90 1.0 

Africa-Middle East: 
eee APM oo Pil sn ek 903} 124. 5 

WMICOrse sea eee 365) 102. 4 
COTE Os Een = 0 ge ea Bea 538] 16.6 

Medical Department ______- 1 :2 
Dicer GS. en dae oe 1 1.0 
innlistedie = 2 soso = 0 0 


See footnotes at end of table. 


Total 


ooonw @ 


o.oo OOo 6 


Died 
Declared dead 3 
Percent Percent 
of miss- | Number] of miss- 
ing in ing in 
action action 
20. 51) 6, 058) 19. 98 
34. 49] 1,974] 34. 37 
17. 24] 4, 084) 16. 62 
11. 88 Ol) TAD 
9. 68 3) 9. 68 
12. 02 58) 11. 24 
19. 51 8} 19. 51 
50. 00 3} 50. 00 
14. 29 5) 14. 29 
0 0} O 
0 0} 0 
0 0} O 
0 0} O 
0 0} O 
0 0} O 
0 0} 0 
0 0; O 
0 0} O 
9. 44| 1,361] 9.37 
20. 08 338} 20. 08 
8. 04) 1,023) 7. 96 
5. 14 16} 5.14 
0 0} O 
5. 26 16} 5. 26 
10 aga 978) 11. 52 
19. 81 352} 19. 81 
9. 33 626] 9. 33 
6. 52 6) 6.52 
0 Oo; 0 
6. 67 6| 6. 67 
8. 97 81} 8.97 
12. 88 47| 12. 88 
6. 32 34| 6.32 
0 0} O 
0 Q} O 
0 0} O 


Non- 
battle 
causes 
(num- 

ber) 


© O'S G10 


Oo. @ oo. o 


10 
0 
10 


13, 157 
1, 345 
11, 812 
295 

7 

288 


7, 509 
1, 425 
6, 084 
86 

2 

84 


822 
318 
504 
1 
1 
0 


ee eee 
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TaBLe 51.—Battle casualties of the Medical Department, officers and enlisted men: ! Missing 
in action,? 7? December 1941-31 December 1946—Continued 


Died 
Total sag SIRSEt? Brats 
Re- 
Total Declared dead # : turned 
Area and group ee Ee eee See ee Paso pepuaey 
Annual Percent Percent | causes ber) 
Number} rate per | Number} of miss- | Number} of miss- | (num- 
1,000 4 ing in ing in ber) 
action action 
China-Burma-India: | 

a OO ee 926 yas 475| 51. 30 473} 51. 08 2 451 
Chmegrss 2 eee PS B25) tae O 246| 46. 59 244! 46. 21 2 282 
Puubigtedants:s iby SP au iin: 398 2 229| 57. 54 229) 57. 54 0 169 

Medical Department-_---_-- 5 1 3} 60. 00 3) 60. 00 0 2 
Goa: eee eg ee i ke ae 3 5 1} 33. 00 Lt) gana 0 2 
Pmlisted. 2g: see ee 2 1 2}100. 00 2/100. 00 0 0 

Pacific: 

Wotal Army oo - 4, 914 1. 9} 3, 033} 61. 72} 2, 889) 58. 79 144| 1, 881 
@iiieerst ies ost wie bes 1, 212 6. 2 871| 71. 86 867| 71. 53 4 341 
a 3, 602 1.5) 2,162). 5.84). 2; 022). 54: 62 140} 1, 540 

Medical Department ____--- 128 6 40} 31. 25 36| 28. 13 4 88 
(11 POC o ss eee Seperate epee 18 5 ai Ad. Lt 2-41-01 0 16 
nibrted <6 S222 4 ie 110 6 38] 34. 55 34| 30. 91 4 72 

U.S. Army Strategic Air Forces 

(otal Arnry2 22c)s +2 2-2-5 =- 361 4.7 268] 74. 24 267| 73. 96 1 93 
iT Gs. 2 a oe 170} 16.4 124| 72. 94 123) 99. 19 1 46 
ACG Se 191 2.8 144] 75. 39 144) 75. 39 0 47 

Medical Department_--__--- -- 0 0 0; O 0; O 0 0 
Coben s 2 Fees IM. ro 0 0 0} O 0} 0 0 0 
Bnlisted set) Sy rae lec. lok 0 0 0} O 0 0 0 0 

En route: 

Rotel Arey 22.222... 2-- 141; (5) 1 91 1 <8 0 140 
Olineern cee os 2 =) 0; O 0} O 0 2 
LOC L TSG a ee ee 139} (5) 1 , a 1 see 0 138 

Medical Department---_- --- 9} 0} O 0; O 0 9 
SIGs: = Sa. sao. ae artes 0 0 Or © 0} O 0 0 
Baibisteds..22. 22. 9} 0; O 0} O 0 9 

Theater unknown: 

mote Ain 22 Sees es | et 1) 50. 00 0} O 1 1 
Ohireceiee 1 es 0; O OL oO 0 0 
Bibisvede ce 252 SoS ak 7) ae a 1} 50. 00 0; O 1 1 

Medical Department-_--- --- Osa. 0} O 0} O 0 0 
CO TES CEGTES 2 Oe iS a ) | Sear 0; O 0; 0 0 0 
IDMISted 222 os SSS SSS Gisose se 0; 0 0; O 0 0 


1 For basic data, see footnote 1, table 48. 

2 Persons originally reported as missing in action who have not been classified as killed in action, wounded or injured 
in action, or captured or interned. 

3 All persons previously reported as missing in action who were no longer presumed to be living and in whose cases a 
finding of death was made by the Chief of the Casualty Branch, Office of The Adjutant General, pursuant to Section 5 
of Public Law 490, 77th Congress, 7 March 1942, as amended. Findings of death were made upon or subsequent to 12 
months in a missing-in-action status and were witbheld so long as the person was presumed to be living. 

4 Rate per 1,000 of median strength. 

5 Information not readily available. 
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The battle-casualty rates for individual officer groups of the Medical 
Department were: Medical Corps, 5.2; Dental Corps, 2.2; Veterinary Corps, 
1.3; Sanitary Corps, 0.3; Pharmacy Corps, 0; Medical Administrative Corps, 
3.5; Army Nurse Corps, 1.0; Dietitians, 0; Physicial Therapists, 0. 

Location in rear areas not only reduced the dangers of combat but the 
likelihood of diseases and injuries that were more prevalent at the front than 
elsewhere—for example, malaria and cold injury. Little information is avail- 
able on the incidence of noncombat injury in the Medical Department, but 
figures for nonbattle deaths amply bear out this statement (table 52). On the 
other hand, the Medical Department contained a higher than average propor- 
tion of women, limited-service troops, and persons of a high age level, many 
of whom had waived disabilities, all factors that tended to raise the rate of 
loss through hospitalization or discharge. 


Types of Permanent Loss 


Permanent losses of the Army comprised not only persons who were 
formally relieved from active service but those who, though nominally still in 
service, were absent from their duties because they were hospitalized, impris- 
oned for misconduct, captured by the enemy, missing in action, absent with- 
out leave, or had deserted. The total numbers of Medical Department per- 
sonnel who were captured and missing in action have been determined (tables 
50 and 51), but how many in either group were restored to the service before 
the end of hostilities is unknown. No figures are available for those who were 
permanently hospitalized, imprisoned as deserters, or absent without leave, 
but it is known that a very considerable number of persons hospitalized re- 
mained under treatment until the end of the war. 
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Deaths 


PERSONNEL 


In the Medical Department, the death rate from enemy action was a little 
more than one-fourth that in the Army as a whole, although there was a great 
variation in rate among the several Medical Department components (table 


53). 


TaBLE 53.—Deaths from enemy action: Medical Department and Army as a whole, ? December 


1941-380 September 1945 } 


Battle deaths 2 


Killed in action 


Group as fogs 
Number Rate Number Rate 
ATUAY ooh acc cat 22 6 a Se ee eo 225, 618 YF) 189, 696 6. 7 
Rivets. 62 2. Oe ee Se ee 35, 340 13. 5 30, 157 11,5 
Enlisted personnel______-_- a TS es oe 190, 278 7.4 159, 539 oe 
Medical Department) o— 2528-2 36 ee Se eee 4, 665 2.0 3, 690 1.6 
Ofiicerss= cease ec cee PRS Ree Se 293 vib 196 af 
Medical Corps: 1-2-2 Se 2 ee 203 1s 129 8 
Dente Corps .oc: See aes eet 25 5 18 3 
Wererinary Corpss.c on ose 2 ees 4 . 05 1 .O1 
Sanitary Corps... -aet S 3-2 Re eS 0 0 0 0 
Pharmacy Corps--2 2: = S22 ek 0 0 0 0 
Medical Administrative Corps_____-__- 45 ee 34 6 
Agmy Nurse Corpsc« 22-323 2 * 16 "| 14 Es | 
Dictitians: = 2-2 =. ee eS ee ees 0 0 0 0 
Pliysical Therapistss_2 = & 3... 2 = 2 0 to) 0 0 
Hnlistedipersonnel: =. = eo Se ees 4,372 22 3, 494 Ls 


1 Basic data on deaths are in tables 50 and 52. 


2 Comprises killed in action, died of wounds and injury, died of wounds while in captivity, and missing in action 


and declared dead. 


i ee et i ee 
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Returns to civilian life 


The basic reasons for returns to civil life were physical and mental] dis- 
abilities, the attainment of a certain age, inefficiency or misconduct, hardship 
and civilian needs, and demobilization in its early stages. Statistics on these 
causes for the entire war period are available only in the case of male Medical 
Department officers. A breakdown so far as enlisted men are concerned is 
available only for the period October 1943—June 1945 (tables 54, 55, 56, and 
57). 


TaBLe 54.—Returns to civil life: Officers of the Medical Department and of the Army as a whole, 
7? December 1941-30 September 1945 


Returns 
Group Median 
strength ! 
Number 2 Rate # 
All Officers: 
I es ee oa eae ab pene 684, 360 89, 510 33. 8 
Mcciea Mopariinentu. .2 > 2. oa ose eee eo 110, 563 16, 887 40. 1 
Male officers: 
ean ie. Joo tes aie ages ee ty es 641, 188 78, 711 31.6 
Micthies Deparimene =. 64.525. 432 a eee BE ele 73, 602 7, 288 25.8 
I ee ee Sey een eae Mee ec Sa 40, 983 4, 060 25. 8 
a” alleen 9G meee a aie ear aale Biren s 13, 776 2, 280 43. 2 
erra: © wih) Uh ee Sen 1, 963 155 20. 6 
Medical Administrative Corps________-________- 14, 385 655 11.9 
Sanitary Corps and Pharmacy Corps____-_____- 2, 236 138 16. 1 
Female officers: 
WeAAC._and WAC officers only. -__...-_-.-.-.-.... 5, 754 1, 200 65. 9 
Medical Department: 
mriny care Core 2 et ee te ee 35, 381 9, 358 69. 0 
Dietitians and Physical Therapists_____________ 2, 066 241 46. 7 


1 From table 52 for all officers, Army and Medical Department, as well as for Medical, Dental, Veterinary, Medical 
Administrative, and Army Nurse Corps, individually. All other median strengths were computed on the basis of the 


-dates used in computing the median strengths of the groups already mentioned. Strength data constituting the course 


for the determination of the median strengths of the combined male Medical Department personnel, the combined Sani- 
tary and Pharmacy Corps, and the combined Dietitians and Physical Therapists are in table 1. Corresponding data 
for WAAC and WAC and all Army male officers appear in “Strength of the Army,” 1 Jan. 1947. 

2 Basic data for the Medical Department are from table 55; for the nurses, dietitians, physical therapists, and the 
Army in general, from ‘‘Strength of the Army,’’ 1 Oct. 1950. Basic data in this issue of ‘‘Strength of the Army’’ may be 
more complete than that in table 55; hence, the figures for male Medical Department officers may be somewhat higher 
than those shown here. 

3 Per 1,000 per annum of median strength. 
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Physical and mental disability——The rates of discharge of Medical 
Department personnel for physical and mental disability were frequently high 
in comparison with those of the Army as a whole, particularly in the case of 
officers. The rate for male officers in general was 11.1. The higher rates of 
discharge were concentrated almost entirely in the Medical and Dental Corps; 
the Medical Administrative Corps and the combined Sanitary and Pharmacy 
Corps had rates well below those of male officers in the Army at large (tables 
55 and 58). 

It will be noted that in the latter part of 1943 the rate of discharge for 
medical and dental officers was particularly high despite the fact that at that 
time the regulations authorizing release on physical grounds were less lenient 
for them than for other Army officers: In July of that year, the General Staff 
authorized the release of line officers qualified only for limited service, but 
specifically excepted doctors and dentists from the terms of its directive.** 

Late in 1943, the rate at which male Medical Department officers of all 
corps were being granted discharges for physical reasons caused an investi- 
gation. At that time, the Assistant Chief of Staff, G—1 (personnel) of the War 
Department General Staff, called the attention of Army Service Forces head- 
quarters to the fact that in September 1943 the rate of discharge for Medical 
Department officers on grounds of physical disqualification was almost four 
times that for the rest of the Army. It was intimated that more careful 
scrutiny of doctors under consideration for discharge on those grounds might 
lead to their retention in a limited-service capacity. 

At the request of Army Service Forces headquarters, The Surgeon 
General appointed a board of officers to investigate the matter. The board 
reported that a careful review of the 143 separations for physical causes in 
September 1943 showed the action of retiring boards to be justified in 84 per- 
cent of the cases and unjustified in the remaining 16 percent. With regard to 
the latter groups, the board emphasized that, in the review, professional 
judgment rather than rigid interpretation of existing regulations .was used to 
evaluate the officers’ status. In the group of 123 whose separation appeared 
justified, 49 were retired because of defects which had existed prior to appoint- 
ment. It was evident, the board declared, that none of the 49 should have 
been commissioned. “The chief apparent explanation of the acceptance of 
doctors who later had to be separated from the service lay in the fact that the 
urgent need for medical officers made it necessary frequently to commission 
individuals who did not meet the strict physical requirements of Army 
regulations.” 4° 


38 Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955. 

%° Memorandum, Maj. Gen. Miller G. White, G—1, for Director of Personnel, Army Service Forces, 
12 Oct. 1943, subject : Medical Department Officer Separations. 

4*0'The board did not mention that examining officers may not always have been familiar enough 
with the physical standards required for commissions. This was very likely the case with at least 
some members of the Medical Officer Recruiting Boards, which lacked centralized direction but which 
had brought in large numbers of officers in 1942. 
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TasLe 56.—Returns of Medical Department enlisted men to civilian life, October 1943—June 1945 1 


Honorable discharges 
Dis- 
: Transfer | charges 
Date 2 Mean Total | Physical to in- other 
strength 3\releases and Demobi-| Miscel- active than 
mental | Overage | Retired‘) lization | laneous status |honorable 
disquali- 
fications 4 
1943 
October-December - ---_-- 510, 282 | 15, 586 18, 662 136 BOON esos 466 6 295 658 
1944 
January-June-._.-_-------- 527,048 | 12,135 8, 371 44 Grea eae ae 1, 522 578 942 
July—December-----.----- 558, 469 | 25, 103 16, 857 9 (See eet 7, 136 412 617 
| 
1945 
January—June.___.-.------ 532,729 | 19, 787 11,051 1, 980 69 4, 942 917 345 483 
MOURA cee ee owe cas 72, 611 49, 941 2,169 1, 188 4, 942 10, 041 1, 630 2, 700 


1 All data from Monthly Progress Reports, Army Service Forces, War Department, November 1943 to July 1945, 
inclusive, Section 5: Personnel. 

2 Dates are the periods in which processing of the pertinent papers by the Office of the Adjutant General was completed. 

3 Average of monthly mean strength within the periods shown, obtained by averaging the strength at the end of the 
month with the strength at the end of the preceding month, both as stated in table 1. 

4 Includes releases for inaptitude. 

5 From November 1943 through June 1944 also includes “‘dropped held for unterminated enlistment’”’ and “dropped 
from the rolls resulting from AWOL.” After June 1944, ‘‘dropped held for unterminated enlistment’’ are included in 
miscellaneous; ‘‘dropped from the rolls resulting from AWOL” are not included at all. Data, which cover the Army as 
a whole but not the Medical Department specifically, show that during the period when ‘‘dropped’”’ were grouped with 
retired, the retired were only 7.5 percent of the combined categories. (The percentage is determined by comparing the 
combined figures in the contemporary reports with a revision, published in Monthly Progress Report, Army Service 
Forces, War Department, December 1944, showing retirements alone.) 

6 November and December only. Transfers to inactive status in October are included in ‘‘miscellaneous.’’ 


TasieE 57.—Returns to civil life: Enlisted men of the Medical Department and of the Army as 
a whole, October 1943—June 1946 


Army! Medical Department 
Date 2 
Number Rate Number Rate 
October—December 1943-25. 5-222 22-5. _ 4s 195, 128 117.1 15, 586 123. 6 
January Jie 1944... Se eB ns Te 173, 128 50. 0 12, 135 46. 1 
July—December 1944... 222 7 b-3 wee ee 262, 902 73. 1 25, 103 89. 9 
January—Jine 1946.0. 2 SE eR oe 288, 803 80. 0 19, 787 74.3 


1 Revised figures exist for the Army, indicating that some revision of the Medical Department figures is also needed 
The revised Army figures (from ‘Strength of the Army,” 1 Jan. 1950) are as follows: October-December 1943, 190,187 
(rate, 114.2); January-June 1944, 159,853 (rate, 46.0); July-December 1944, 262,958 (rate, 73.1); January-June 1945, 340,920 
(rate, 94.5). The Army and Medical Department figures in the text are contemporaneous, both being drawn from data 
in the Monthly Progress Reports, Army Service Forces, for the periods shown. ‘The same data for the Medical Depart- 
ment appear in table 56, where the mean strengths of medical enlisted personnel are shown. The mean strengths of Army 
male enlisted personnel were: October-December 1943, 6,664,339; January-June 1944, 6,949,670; July-December 1944, 
7,193,678; January-June 1945, 7,217,138. Mean strengths are the average of the monthly means for the periods covered. 
Monthly means are the average of end-of-month strength of the particular month and the strength at the end of the pre- 
ceding month as shown in ‘‘Strength of the Army,’ 1 Oct. 1945. 
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Tas Ee 58.—Rates of discharge for mental and physical disability: Male officers of the Medical 
Department and of the Army as a whole, December 1941—September 1945} 


Total Veteri- | Sanitary Medical 
All Medical | Medical] Dental | nary | Corpsand | Adminis- 


Date officers Depart- Corps | Corps | Corps | Pharmacy trative 
(male) | ment offi- Corps Corps 
cers (male) 

December 1941—June 1943______ eins: £65, /)- 28 tae 3) | Oe 2 7.9 5. 2 
July—December 1943__________- ce ae 24.3. | 31.2. |-2d:7 | 12. 4 9. 6 GL 
January—June 1944____________ 10. 9 to Tie Oo be. et oO. Ee 5. 6 5. 5 
July—December 1944___________ 14. 3 PSS" | Eh BE ots 25 10/9 10. 6 Or} 
January—June 1945____________ PFIS a524 7) 30:9 Ss. 42 1123.5 16. 2 12. 7 
July-September 1945___________ 22. 4 293:i|! 3545; |; 400.7 5. 8 20. 4 10. 1 


1 Basic data on disqualifications of all male officers are from “Strength of the Army,” 1 Oct. 1950; of Medical Depart- 
ment officers, from table 55. Mean strengths for male officers in general, including warrant and flight officers, were com- 
puted from monthly means of end-of-month strengths shown in “Strength of the Army,” 1 Jan. 1947. These 
mean strengths are as follows: December 1941-June 1943, 286,887: July-December 1943, 602,393; January-June 1944, 668,487; 
July-December 1944, 708,695; January-June 1945, 811,693; July-September 1945, 831,028. For mean strengths of male 
Medical Department officers, see table 55. 


The board report also stated that “the racial distribution of medical 
officers separated by reason of physical disability may be significant,” but it 
did not explain this statement further. Although admitting it was conceivable 
that professional relations between members of a disposition board and the 
officer whose record was under review could have been a factor in the high 
rate of Medical Department officer separation, the board considered this “highly 
improbable.” 

The board also suggested that the high discharge rate of Medical Depart- 
ment officers in general was attributable partly to the fact that they were 
older, on the average, than other officers. A report on Medical Department 
officers retired in September, October, and November 1943 added the following 
points: * 

There is a relative excess of Medical Corps officers among the Medical Department 
officers retired. 

There is a relative excess of 1st lieutenants in the group * * *. 

The average period served by retired Medical Department officers was approximately 
14 months. 

In nearly 90 percent of cases the disability leading to retirement was judged not 
contracted in line of duty. 

The types of disability leading to retirement and their incidences were similar to 
those in the retirement of non-Medical Department officers. 


The rate of discharge of Medical Corps officers for physical disability 
was markedly lower in the first half of 1944 than it had been previously. 
Possible reasons for the decline may have been the influx into the corps of 
younger men of greater stamina from the medical schools, the elimination 


#1 Reports, Brig. Gen. Hugh J. Morgan, Office of The Surgeon General, 15 Nov. 1943 and 31 Dec. 
1943. 
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earlier of some officers who might otherwise have been discharged during this 
period, and perhaps also a less liberal attitude on the part of reviewing boards 
in consequence of criticism. The rate of discharge of dental officers declined 
at the same time, though not so sharply as that of doctors, and in the last half 
of 1944, it leaped upward while the rate for doctors continued to decline. The 
policy of discharging dentists to avoid a surplus had been inaugurated as early 
as April 1944, and in the same month, the authorization to discharge limited- 
service officers had been extended, under certain conditions, to dentists. 

The upward trend in discharges for disability during 1945 among male 
officers throughout the Army no doubt represented, in part, the effect of 
physical deterioration as the war was prolonged. The fact that the rate was 
so much higher in the Medical Department than in the Army as a whole 
probably reflects the higher age level of the group, as well as its larger 
proportion of men who had waived disability in entering the Army. 

So far as enlisted men were concerned, the disability-discharge rate from 
October 1943 until June 1945 was not greatly different in the Medical Depart- 
ment from what it was in the Army asa whole (table 59). 

Physical and mental disability caused most of the separations of male 
Medical Department officers from service during the war period. The same 
is true of separations of Medical Department enlisted men during the period 
from October 1943 to June 1945; in this case, physical and mental disability 
caused two-thirds of the discharges (table 56). 

Data on discharges resulting from this cause exist for all three women’s 
officer components of the Medical Department for the period 1 September 
1944-30 June 1945 and also for the following 3 months. One cause of the 
great disparity between these two periods in the rates of discharge is the fact 
that during the first period the reporting was very incomplete. Since preg- 
nancy caused the great majority of disability discharges, the rates for that 
cause are shown separately in table 60. 


TABLE 59.—Disability-discharge rate: Enlisted men of the Medical Department and of the 
Army as a whole, October 1943-—J une 1945 


Rate 
Date 
Army ! Medical 
Department 
(CTOWET DGGE In Gry cs re oe eee oe eee Nee LOSE 100. 6 
PATA IMINO A ee eee ee ahd ake ye et ae a em Ae 36. 4 31.8 
July=December WO sas ws Te Oe Re Oe Ds Pest eee BOE Le 60. 2 60. 4 
JanuaryaJune W945 2 Tse Ae Wd PP Pa al ele eh es 41.2 41.5 


1 Basic data on Army discharges are from Monthly Progress Reports, Army Service Forces; on Medical Department 
discharges, trom table 538. For mean strengths of Army enlisted men, see footnote to table 54. For mean strengths of 
Medical Department enlisted men, see table 55. Revised figures for medical discharges of enlisted men of the Army as 
a whole are given in“‘Strengtn of the Army,” 1 Oct. 1950, as follows: October-December 1943, 167,148 (rate, 100.3); January- 
June 1944, 120,570 (rate, 36.4); July-December 1944, 262,958 (rate, 60.2); January-July 1945, 162,022 (rate, 44.9). 
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TaBLE 60.—Discharges for disability: Army Nurse Corps, Dietitians, and Physical Thera- 
pists, 1 September 1944-30 September 1945 } 


1 Sept. 1944-30 June 1945 1 July 1945-30 Sept. 1945 
Female officers ‘Total discharges Pregnancy Total discharges Pregnancy 


for disability 2 discharges for disability 2 discharges 


Number! Rate? | Number] Rate 3 | Number! Rate? | Number! Rate 3 


gil 690 | 50. 1 615 


Army Nurse Corps___________ 318 | 82| 269| 7 44,7 
1 oe eT 8| 6.6 6| 49 17 | 43.3 14| 35.5 
Physical Therapists__________-_ 5 5. 8 | 4 4 20. 4 


a 9 | 22.9 8 


1 Basic data are from records in Statistical and Accounting Branch, Statistical Section, Personnel Statistics Unit, 
Office of The Adjutant General. 

2 Includes pregnancy discharges. 

3 Annual rate per 1,000 of mean strength for the period shown. Mean strengths are the average of monthly mean 
strengths computed by averaging the end-of-month strength for a particular month with the strength at the end of the 
preceding month, both as shown in table 1. The mean strengths are as follows: September 1944—June 1945—Army Nurse 
Corps, 45,560; Dietitians, 1,465; Physical Therapists, 1,030; July-September 1945—Army Nurse Corps, 55,091; Dietitians, 
1,571; Physical Therapists, 1,265. 


Attainment of a certain age.—Age alone caused the discharge of very 
Tew male officers of the Medical Department. Retirements, which also in- 
cluded retirements for physical disability after 20 years’ service, occurred at 
the rate of 0.56 not materially different from the rate of 0.67 for male Army 
officers in general.* Another basis for the discharge of officers was “overage 
in grade.” Of the very few male Medical Department officers released for 
this reason, the majority came from the Medical Corps (table 55). 

In December 1943, the War Department authorized the discharge of all 
Army officers 45 years of age and over for whom no suitable assignment 
existed. A month later the age limit was lowered to 38.4% At the end of 
1944, the age limit for discharges on this ground was removed, but it was 
indicated that persons over 38 would be given more consideration than others.“ 
Actually, the great majority discharged afterward under this rule were over 
38. In the approximately 21 months of war during which the rule was in 
operation, more male Medical Department officers were released through its 
workings than were discharged throughout the war for any other reason 
except physical and mental disability, and more than 80 percent of those so 


42 Basie data for Medical Department are from table 55, and for Army from “Strength of the 
Army,” 1 Oct. 1950. Data for the Medical Department are not so complete as for the Army at large. 
If the figures were complete, the Medical Department rate would probably equal or exceed the Army 
rate. For median strengths, see table 54. Here and in subsequent references, rates are figured on the 
basis of number per annum per 1,000 median strength for the period of December 1941 to 30 September 
1945. 

43 Letters, The Adjutant General, to Divisions of War Department General Staff, 8 Dec. 1943 and 
12 Jan. 1944, subject: Relief From Active Duty of Officers for Whom No Suitable Assignment Exists. 

44 War Department Circular No. 485, 29 Dec. 1944. 
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released were members of the Dental Corps. The rates for the various corps 
were as follows: 


Medical Department. male officerssc: se 2.44 
NECiCal Corpse cert ee oes eee se eee oe oe Oo 
Dental Corps! 2 Sse sk ie Beer Die Tete tek eS 9.87 
Veterina rye ror pee) sete) te Seer si: 2a eh hs ae Tes .29 
Sanitary..Corps and: Pharmacy Corps ssa2622 23. - 22.222 reer 
Medical. Administrative,Corpeso22c3 b2624 ee te 97 


Nevertheless, the Medical Department rate for most of this period was much 
lower than that for male officers of the Army at large. Thus, the Medical 
Department rate for January—June 1944 was 0.8; the Army rate, 9.2; for 
July—December 1944, the rates were 4.5 and 11.5; and for January—June 1945, 
9.2 and 8.0. 

The return of enlisted men to civilian life for reasons involving age in- 
cluded retirements. Comparative figures on retirements are available only for 
the year 1 July 1944-30 June 1945. They show a slightly higher rate for the 
Medical Department 0.3) than for the Army as a whole (0.2) (table 56). 

Beginning in December 1942, the Army permitted the release of enlisted 
men over 38 years old who were less useful to the Army than to industry 
and who could show that a job was waiting for them in an essential war 
industry. Under this rule, men were discharged outright, but at least as 
early as 1943 they could be transferred to the Enlisted Reserve Corps,*® 
although some continued to be discharged. Then, in April and May 1945, 
when the war in Europe was ending, successive directives *° permitted the 
discharge of enlisted personnel, at first over 42 years of age and then over 
40, almost without restriction. Figures for the Army at large show heavy 
discharges in the age category for the months following December 1942, and 
then a decline. In the last few months of 1943, when comparative figures 
for the Medical Department first became available, the rates for the Army 
and the Medical Department were on the way to becoming insignificant until 
they shot upward during the period when the directives of April and May 
1945 took effect. Comparative rates for October-December 1943 were: Medi- 
cal Department 1.07, Army 0.23; for January—June 1944, Medical Depart- 
ment 0.16, Army 0.14; for July-December 1944, Medical Department 0.03, 
Army 0.04; and for January—June 1945, Medical Department 7.48, Army 7.08. 

Meanwhile, the rates of transfer to the Enlisted Reserve Corps, at first 
much higher than the rate of discharges, descended without a break. In this 
case, the comparative rates for November—December 1943 were: Medical De- 
partment 3.5, Army 5.0; for January-June 1944, Medical Department 2.2, 
Army 2.4; for July-December 1944, Medical Department 1.5, Army 1.2; and 


# (1) War Department Circular No. 397, 7 Dec. 1942. (2) War Department Circular No. 92, 3 
Apr. 1943. 

46 (1) War Department Circular No. 125, 25 Apr. 1945. (2) War Department Circular No. 151, 
23 May 1945. 
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for January-June 1945, Medical Department 1.3, Army 1.4.47 The majority 
were transferred for reasons of age. Among the minority transferred for 
other reasons, probably most returned to active duty before the end of 
hostilities. 

Inefficiency and misconduct.—Among male officers of the Medical De- 
partment, 324 were discharged specifically for inefficiency and misconduct 
during the course of the war (table 55). Of these, 120 were separated from 
the service through the action of reclassification boards. Another eight were 
discharged for unsatisfactory service, presumably without such proceedings. 
Of the remainder, 139 were given discharges without honor and 57 received 
dishonorable discharges; as already noted, these are to be understood as sepa- 
rations in addition to those resulting from action by reclassification boards, 
although the latter could recommend any type of discharge—honorable, dis- 
honorable, or without honor. These boards, which existed throughout the 
Army, could propose (among other things) the separation of officers brought 
before them on allegations of inefficiency, misconduct, or undesirable habits and 
traits of character. The person involved might be returned to his command 
for trial by court martial. A board was to recommend honorable discharge 
if it found the officer to be merely incompetent ; it could recommend a dishonor- 
able discharge or one without honor in case of misconduct or undesirable habits 
or traits.*® 

For both officers and enlisted men, the rates of discharge for misconduct 
in the Medical Department were lower than those for the Army as a whole, 
reflecting, in part, a greater degree of professionalism and a higher age and 
maturity level; in part, the psychological effect of feeling that they were saving 
rather than taking lives. Another important factor was the fact that Medical 
Department personnel were less subject to the hazards and strains of combat. 

Hardship and civilian needs.—Very few male Medical Department offi- 
cers were separated from the service because of “undue hardship” to themselves 
or their families, the pertinent annual rate being only 0.3 per 1,000. Some- 
what more were discharged on the score of their importance to the Govern- 
ment or the community in a civilian capacity. Provision was made for re- 
leasing individuals who were “keymen in industry and Government” or who 
were essential to “the national health, safety, or interest.” Both provisions 
applied to enlisted personnel as well as officers. Only 19 male officers of the 
Medical Department were released under them up to the end of 1944. Well 
before that time, the Procurement and Assignment Service had advocated 
releasing physicians who came from communities where there was a shortage, 
but this plan failed to obtain tangible results. After a conference in January 
1945 between representatives of the Army and the Procurement and Assign- 
ment Service, the Army announced its new policy: Medical officers over 39 


47 Basic data for the Army are from Monthly Progress Reports, Army Service Forces; for the 
Medical Department, from table 56. 
4 Army Regulations No. 605—230, 25 Aug. 1941, 24 Dec. 1942, and 9 June 1943. 
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years of age who were qualified for general service or who were practicing 
a specialty in the Medical Department, who were deemed “worthy cases” could 
be discharged. This procedure resulted in virtually no discharges before the 
end of June 1945, but by 30 September of that year, a total of 75 medical offi- 
cers and 4 other male Medical Department officers had been discharged under 
the “National and community health” provision. By the same date, 44 male 
Medical Department officers, mostly members of the Medical and Medical Ad- 
ministrative Corps, had obtained release as “keymen.” These factors pro- 
duced an annual rate of loss among male Medical Department oflicers amount- 
ing to 0.5 per 1,000. The number of enlisted men discharged for the same 
reasons is not available. 

Demobilization—Among the permanent losses of the Medical Depart- 
ment during the war must be counted that group of personnel discharged in 
accordance with established demobilization procedures, limited as they were, 
between May 1945, when these regulations went into effect, and the end of hos- 
tilities. The regulations apparently had no effect on the discharges of male 
Medical Department officers before July 1945, and by the end of September 
had caused the release of less than 90 officers. For nurses, on the other hand, 
the demobilization regulations were operative as early as May; up to the end 
of September, somewhat more than 200 nurses had been discharged under 
them.*® The number of Medical Department enlisted men demobilized before 
the end of the war is available only through June 1945; by that date, it 
amounted to 4,942 (table 56). 


Transfers to other branches of the Army 


Transfers of Medical Department personnel to other branches of the Army 
represented another type of Medical Department loss. Although figures on 
this point are lacking, transfers of officers from the Medical Department were 
necessarily less than that of Medical enlisted personnel, the highly specialized 
training of most of the Department’s officers and the fact that a large propor- 
tion of them were women made it difficult and inadvisable to transfer them. 
The majority of those transferred were Medical Administrative Corps officers 
who were transferred to combat or other service branches of the Army. 

Transfer of enlisted men, on the other hand, was considerably more im- 
portant numerically; the repeated efforts of medical authorities to stop the 
flow of medically trained enlisted men out of the Department are an indica- 
tion that the loss was substantial. This was particularly true toward the end 
of the war when personnel were desperately short. In the Mediterranean 
theater in November 1944 to February 1945, 25 percent of general-assignment 
enlisted men in station and general hospitals were replaced by limited-service 
men. 


# Data on male officers are from table 55; on nurses, from records in Statistical and Accounting 
Branch, Statistics Section, Personnel Statisties Unit, Office of The Adjutant General. 
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This impression is confirmed by the experience of the European theater. 
There the number of enlisted men scheduled to be given up in the latter part 
of 1944 and in 1945 was in excess of 12,000, and even though by special arrange- 
ments the great majority of these eventually were retained in the medical serv- 
ice, more than 4,000 were transferred out of it.°° 


°° (1) Administrative and Logistical History of Medical Service, Communications Zone, European 
Theater of Operations. Chapter X. [Official record.] (2) Report, Operations Division, Office of the 
Chief Surgeon, European Theater of Operations, U.S. Army, 1 Jan.—30 June 1945. (3) Annual Report, 
Surgeon, Third U.S. Army, 1944. 


CHAPTER XII 


Rank, Promotion, and Pay 


The Surgeon General was keenly aware of the morale factors involved in 
problems of rank, promotion, and pay. He understood, also, that in such 
matters he could not hope to win the approval of everybody in the Medical 
Department. Policies concerning rank and promotion necessarily varied 
somewhat from corps to corps. The way in which these policies were applied 
or took effect might also vary to a certain extent from one command to another. 
Personnel in oversea areas, for example, did not always fare the same in matters 
of promotion as did their opposite numbers in the Zone of Interior. Pay in- 
creased with length of service, and extra compensation came to be given for 
service overseas. But for the most part, pay followed rank, and promotion 
therefore was of vital interest to Army personnel not only because of the 
added prestige but because of the higher pay that went with it. 


ZONE OF INTERIOR 


Emergency Period 


Officers 


In the early part of the emergency period, when selective service had not 
yet been introduced, and even reservists could not be compelled to accept 
active duty, many physicians resigned from the Reserve, the reason given being 
the disparity between civilian income and Army pay. It must be assumed, 
too, that some resigned for other reasons, notably an unwillingness to accept 
active duty, but gave the insufficiency of pay and allowances as an excuse. 
Whatever their real reasons, in the year ending on 30 June 1941, 1,937 Medical 
Corps Reserve officers resigned. No raise in base pay was granted until 1942, 
and even then only second lieutenants and enlisted personnel received an in- 
crease. Since doctors entered the Army as first lieutenants or higher, the 
increase did not affect them. 

The commissioning of men in the Reserve directly from civilian life in 
the same grade or even higher than that held by members who had belonged 
to the Reserve for a period of time did not sit very well with the Reserve offi- 
cers, particularly those on active duty. Men had spent time and effort in 
the Reserve during peacetime expecting that in an emergency or war they 
would receive higher recognition than those who were newcomers. The Gen- 


1 Annual Report of The Surgeon General, U.S. Army. Washington: U.S. Government Printing 
Office, 1941. 
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eral Staff resisted any change in the existing system on the ground that it 
was protecting the interest of reservists. The Medical Department, therefore, 
had to point out that there was then a need for more professional specialists 
than were available from the Reserve or National Guard and as most of those 
in civilian life had advanced themselves professionally by postgraduate study, 
in order to obtain their services, it was necessary to offer the inducement of 
higher rank. The General Staff acquiesced in this line of reasoning so far 
as to permit a certain number of appointments of the kind desired, but it was 
not until after Pearl Harbor that a sizable group of civilians was brought in with 
advanced rank.? That these new men were specialists (most of them members 
of affiliated units) did not lessen the dissatisfaction of other reservists.* 

It would also appear that promotions came more readily to National Guard 
officers in Federal service than to medical officers in the Regular Army. Ob- 
jections to this policy were expressed by Reserve officers, who were being called 
to active duty without a comparable promotion policy. 

Meanwhile, a promotion had been authorized in 1940 for Reserve officers 
who had been on active duty for a year, but only the relatively small number 
who had been placed on active duty in 1939 were affected. In August 1941, 
the Secretary of War listed certain temporary promotions, but again, as with 
the promotion of 1940, relatively few benefited from this action. The author- 
ity covered Reserve oflicers with at least a year’s service ending not later than 
1 August 1941, and on the date nearest the beginning of that period for which 
figures are available (30 August 1940), only 646 Reserve officers of the Medi- 
cal Department were either on active duty or had had orders requested for 
them by The Surgeon General. Of these, 450 were in the Medical, 121 in the 
Dental, 52 in the Veterinary, 17 in the Medical Administrative, and 6 in the 
Sanitary Corps. By 30 June 1941, however, a month before the authority 
became effective, 11,477 were on active duty,‘ and undoubtedly, the number 
was larger by 1 August 1941. 

After careful consideration, the Secretary of War on 26 December 1941 
directed The Surgeon General to submit a list of not to exceed 360 captains 
and 1,620 first lieutenants of the Medical Corps, without regard to component, 
whom The Surgeon General recommended for a temporary, one-grade pro- 
motion.’ On this basis, The Surgeon General recommended and the General 
Staff approved the promotion of 351 captains and 1,277 first leutenants.° 


2(1) Committee to Study the Medical Department, 1942. (2) Letter, The Surgeon General, to 
The Adjutant General, 24 Aug. 1940, subject: Appointment in Medical Department Reserve, with 1st 
endorsement thereto, 9 Sept. 1940. 

3 Letter, Lt. Col. Laurence Mickel, to Executive Officer, Ohio Military Area, 25 Mar. 1941, subject: 
Medical Reserve Officers. 

* See footnote 1, p. 451. 

5 Disposition Slip, G—1, to The Surgeon General, 26 Dec. 1941, subject: Promotion of Captains and 
First Lieutenants of Medical Corps. 

6 Memorandum, Lt. Col. Paul A. Paden, Military Personnel Division, Office of The Surgeon General, 
for Col. A. G. Love, Director, Historical Division, Office of The Surgeon General, 14 Mar. 1944. 
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Since by that time new regulations had been issued, conferring on local com- 
manders the right to promote, The Surgeon General suggested that these 
authorities handle further promotions. 

The Surgeon General had not recommended, nor did the Secretary of 
War grant, the authority to promote officers other than those of the Medical 
Corps. The advent of war somewhat dulled the edge of the question, but the 
War Department’s new policies after Pearl Harbor did not change the feeling 
of many physicians, that they were not receiving their due. Nevertheless, 
this action began a process of removing restrictions on promotion that had 
had the effect of lowering morale among Medical Corps officers. 


Nurses 


During the emergency period, Army pay was no greater inducement for 
Reserve nurses to go on active duty than it was for many doctors. At this 
time, those in the grade of “nurse,” which included the great majority of 
reservists, were paid only $840 a year plus maintenance. Although nurses 
who had served 3 or more years on active duty received more, few of those 
brought on duty beginning in 1940 could have qualified for the higher rates, 
as there had been little or no opportunity for active duty in the preceding 
years. The low pay of nurses was emphasized by a War Department plan 
to use male nurses with noncommissioned rank in theater of operations hos- 
pitals during wartime. These men were to be paid substantially more than 
female nurses were receiving in 1941. The Surgeon General called attention 
to this inequality, even though no action on the plan was taken.’ 

On 13 June 1941, in answer to a letter of complaint from a nurse on 
active duty, The Surgeon General stated that he had recommended to the War 
Department an increase in nurses’ pay ‘on several occasions.” § The follow- 
ing day, he repeated the recommendation.? A representative of the Surgeon 
General’s Office reported that in many Army hospitals “third-rate civilian 
ward employees” were receiving $85 a month as against the Army nurse’s 
$70.° The Superintendent of the Army Nurse Corps believed that person- 
nel requirements could not be met without an increase in pay.*! But efforts 
to secure an increase did not succeed until June 1942 when Congress approved 
an upward revision for all members of the Armed Forces." 


7 Letter, The Surgeon General, to Hon. Charles A. Clason, U.S. House of Representatives (Mass.), 
23 June 1941. 

8 Letter, The Surgeon General, to 2d Lt. Birdie B. Daigle, ANC, 13 June 1941. 

® Memorandum, The Surgeon General, for The Adjutant General, 14 June 1941. 

10 Report, Perrin Long, M.D., of Visit to Station Hospital No. 3, Fort Bragg, N.C., 30 Aug. 1941. 

11 Memorandum, Maj. Julia O. Flikke, Superintendent, Army Nurse Corps, for The Surgeon Gen- 
eral, 2 Dee. 1941. Cited by Blanchfield, Florence A., and Standlee, Mary W.: Organized Nursing and 
the Army in Three Wars. [Official record.] 

1256 Stat. 359. 
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Early War Years, 1941-43 
Officers 


The outbreak of war brought with it a need for temporary promotions 
in the Army of the United States for all officers, medical and otherwise. 
Hence, an Army regulation, dated 1 January 1942, one of the basic orders 
affecting promotion that were issued during the war, suspended most peace- 
time promotion regulations; advancement was thereafter based on (1) com- 
pletion of a minimum of 6 months in grade except for second leutenants, 
who could be promoted sooner; (2) recommendations from superiors, attest- 
ing to the officer’s qualifications; and (3) existence of a vacancy in the desired 
grade. The regulation stipulated that “normally” no officer except a second 
lieutenant would be recommended for promotion until he had been assigned 
to a position calling for the higher grade and had actually performed the 
duties of the higher grade for a period of at least 6 months. ‘This regulation, 
applying to officers of the Army of the United States, governed tempo- 
rary promotions only; Regular Army Medical Department officers con- 
tinued throughout the war to receive their permanent promotions in the 
Regular Army under conditions laid down in peacetime. As promotion in 
the Army of the United States was more rapid than in its Regular component, 
the vast majority of Regular officers held two different grades throughout 
the war and for some time afterward—a temporary one in the Army of the 
United States (the higher one) and a permanent one in the Regular Army. 
They wore the insignia, had the command powers and duties, and drew the 
pay of the higher grade. National Guard and Reserve officers did not re- 
ceive permanent promotions in those components during the war. 

This January 1942 regulation gave the power to recommend promotions 
for personnel under their command to the commanding generals of armies, 
defense commands, corps areas, chiefs of services, and similar major elements 
of the Army. The Surgeon General thereby lost the power to control pro- 
motions of all Medical Department officers except those (relatively few) who 
were serving in one of the installations under his command. At that time, 
these included the named general hospitals, the Army Medical Center, the 
Medical Field Service School, and medical replacement training centers. He 
later lost command of the medical replacement training centers and the gen- 
eral hospitals, except Walter Reed, which was part of the Army Medical 
Center. This order was one of the first if not the very first of many that 
decentralized the control of personnel, taking much of it from The Surgeon 
General and giving it to the corps area, army, and defense command com- 


manders.'* 


18 A similar measure affecting the promotion of enlisted men deprived The Surgeon General of all 
power to make such promotions, vesting it in local medical authorities (War Department Circular No. 
17, 22 Jan. 1942). A year earler, his power in that respect had already been limited to promotions 
in the two highest noncommissioned grades (War Department Circular No. 5, 7 Jan. 1941). 

144 (1) War Department Circular No. 1, 1942. (2) See footnote 6, p. 452. 
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Meanwhile, in July 1942, Congress raised the limit of rank in the Medi- 
cal Administrative Corps from that of captain to temporary ranks as high 
as colonel.** During the war, at least one officer of this corps—Edward Reyn- 
olds, chief of The Surgeon General’s Supply Service—was appointed a brig- 
adier general. Before the law was passed, a few Medical Administrative 
Corps officers had received temporary promotions to the grade of major, 
although they were not permitted to draw a major’s pay until the passage of 
the act, which made this pay retroactive to 9 September 1940. 

In March 1943, at the suggestion of The Surgeon General, the Deputy 
Chief of Staff issued an order revising the tables of organization which in- 
creased the possibility of promoting members of the Medical and Dental Corps 
from first heutenant to captain.*® This provided an opportunity to promote 
approximately 8,082 medical and dental leutenants then authorized ; the troop 
basis for the remainder of 1943 called for an additional 4,065 first lieutenant 
positions in the two corps which were thereupon changed to captain or first 
lieutenant positions. The Surgeon General meanwhile had proposed extend- 
ing the policy to all medical units and detachments. At the same time, he 
recommended that all first lieutenants of the Medical and Dental Corps be 
promoted to the rank of captain upon the completion of 6 months’ satisfactory 
service. The Army Service Forces, without rejecting these ideas entirely, 
postponed consideration of them until promotions had been made under the 
policy already adopted.** 

An extension of this policy to all table-of-allotment units *® took place 
2 months later (July 1943).1° First lieutenants of the Veterinary Corps in 
table-of-organization units or in table-of-allotment or manning-table organi- 
zations were given the same opportunity for promotion later in the war.?° 

The effect of this new policy on table-of-organization units was immediate, 
but some difficulty seems to have been encountered in installations working 
under manning tables or tables of allotment since service commands were re- 
stricted to certain numbers of officers in each grade, and they hesitated to 
advance Medical Department officers when such action would prevent pro- 
motions desired for qualified officers of other branches of service.” 

The new policy gave members of the Medical and Dental (and later the 
Veterinary) Corps a better chance of promotion to the grade of captain than 


15 56 Stat. 663. 

16 Memorandum, Deputy Chief of Staff, for Commanding General, Services of Supply, 10 Mar. 1943, 
subject: Availability of Physicians. 

(1) Memorandum, The Surgeon General, for General Somervell, 22 Apr. 1943. (2) Memorandum, 
Army Service Forces, for The Surgeon General, 10 May 1943, subject: Promotion for Medical Corps 
and Dental Corps Officers. 

18 Since all or nearly all units and activities were operating under either a table of organization, a 
table of allotment, or a manning table, these two orders made all but a negligible percentage of 
Medical and Dental Corps lieutenants eligible for promotion. 

12 War Department Circular No. 169, 24 July 1943. 

2 Army Regulations No. 605-12, 3 Feb. 1944. 

21 Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955. 
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that possessed by officers of other corps. But officers in the grade of captain 
or higher in many table-of-organization units still found themselves blocked 
from promotion. Whenever the table of organization was filled and all officers 
had the maximum grade allowed by it, there could be no further promotion 
without transfer to a new unit in which an opportunity for promotion existed. 
Transfer could and did solve the problem for some officers. For example, the 
Chief of Personnel in the Surgeon General’s Office was able to arrange a 
number of promotions for Medical Corps officers, particularly in the grades 
of lieutenant colonel and colonel by permitting the Surgeon, Army Ground 
Forces, to suggest commanding officers for new units being activated. By 
selecting competent and deserving officers whose rank was lower than that 
called for by the new position, a promotion could be effected. Thus, many 
able men who came to the Army Ground Forces as division surgeons and 
organic medical battalion commanders, and were frozen in the grade of lieu- 
tenant colonel in consequence, achieved their colonelcies by being named hos- 
pital commanders. 

Aside from inequalities in the promotion policy so far as it affected ‘in- 
dividuals, there was a lack of uniformity, if not of equity, in the distribution 
of rank among the several Medical Department corps (table 61). 

The percentage distribution of field grades in the Medical and Veterinary 
Corps differed markedly from that in the Dental Corps. In each of these 
three grades (colonel, lieutenant colonel, and major), the Medical and Vet- 
erinary Corps had a much higher percentage of officers than the Dental Corps. 
Possibly, the high percentage of Veterinary Corps officers in field grades 
is accounted for by their holding a staff position in numerous headquarters. 
At each headquarters, as one might expect, a Medical Corps officer served 
as the senior Medical Department representative in that headquarters. Com- 
manders of most Medical Department units and installations were also Medical 
Corps officers. 

The distribution of general officers in the expanding Medical Depart- 
ment was also heavily weighted in favor of the Medical Corps. As of 30 
June 1942, The Surgeon General was the only major general in the Depart- 
ment, and the three brigadier generals included the chiefs of the Dental 
and Veterinary Corps. A year later, there was still only 1 major general, 
and only the 2 nonmedical brigadier generals, but the number of Medical 
Corps brigadiers had jumped from 1 to 33. The chief of the Dental Corps 
won an additional star in September 1943, but by 30 June 1944, there were 
eight additional Medical Corps major generals and three more brigadier 
generals, including in the latter category an Assistant Surgeon General of 
the U.S. Public Health Service. There were thus altogether 47 general 
officers in the Medical Department as of 30 June 1944, an increase of 43, or 
more than 1,000 percent in 2 years.”? 


2 (1) Annual Report, Commissioned and Enlisted Division, Personnel Service, Office of The Sur- 
geon General, U.S. Army, 1942. (2) Annual Report, Military Personnel Division, Personnel Service, 
Office of The Surgeon General, U.S. Army, 1944. 
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Nurses 


In the Nurse Corps, the percentage of personnel in the grade of second 
lieutenant was far higher than in either of the male officer corps having 
members in that grade—the Medical Administrative Corps and the Sani- 
tary Corps; of these three corps, the percentage was lowest in the Sanitary 
Corps (table 61). Up to December 1942, the grades of colonel, leutenant 
colonel, and major in the Nurse Corps were not authorized as a general rule, 
although exception had been made in the cases of the superintendent and 
her chief assistant, who had been granted the grade of colonel and lieutenant 
colonel, respectively. In December 1942, Public Law 828 authorized appoint- 
ments in the grades of lieutenant colonel and major. During the remainder 
of the war, however, no appreciable percentage reached a higher rank than 
that of captain. 

After Congress had granted the dietitians and physical therapists rela- 
tive rank (December 1942), the War Department on the recommendation of 
The Surgeon General established the following table of grade distribution 
for each group: In addition to one major, the number of captains was not 
to exceed 1 percent; the number of first eutenants not to exceed 15 percent; 
the remainder were to be second lieutenants.?* During the rest of the war, 
each group possessed an actual percentage in the grade of first lieutenant 
much larger than that authorized; during most of the period, the percentage 
in the grade of captain was also larger (table 61). 

In the early war years, Congress increased the pay of most members 
of the Armed Forces, and male personnel of the Medical Department received 
the same increases, rank for rank, that were simultaneously accorded to those 
in other branches of the Army. In March 1942, Congress passed a law which 
included, among other provisions, extra compensation for oversea or sea duty 
amounting to 10 percent of base pay for commissioned officers and 20 percent 
for warrant officers, enlisted men, and female nurses.*4 Another law, en- 
acted in June 1942, raised the pay of all enlisted men; privates, for example, 
whose base pay had been increased from $21 to $30 a month by the Selec- 
tive Training and Service Act of 1940,2° received a further increase to $50. 
The base pay of warrant officers was also raised. 

The new scale for commissioned officers involved partly a readjustment 
of base pay and partly added compensation for subsistence and rental of 
quarters. In the case of most Medical, Dental, and Veterinary Corps officers, 
the increase took the form of higher allowances for subsistence and quarters. 
In no case did the increase accorded Army officers amount to more than a 
few hundred dollars a year,?° an addition which, so far as doctors in particu- 


23 Letter, Col. Emma E. Vogel, USA (Ret.), to Col. C. H. Goddard, Office of The Surgeon General, 
5 June 1952. 

2456 Stat. 1438. 

2554 Stat. 885. 

2656 Stat. 359. 
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lar were concerned, did little or nothing to close the gap between Army pay 
and income from civilian practice. 

Members of the Army Nurse Corps, although their compensation was 
gradually increased, did not achieve the full pay and allowances of Army 
officers until they attained full commissioned rank. Nevertheless, their com- 
pensation was high enough so that the majority of nurses were not reluctant 
to accept it until the establishment of the more highly paid Women’s Aux- 
iliary Army Corps in May 1942.?" 

As nurses entered the Army or were induced by higher wages to take 
nonnursing jobs in industry, fewer remained in civilian practice, so that wages 
rose there too (until they were frozen in 1942). A slight rise in pay for 
Army nurses came from the Pay Readjustment Act of 1942, effective on 
1 June 1942. Nurses also received monthly quarters and subsistence allow- 
ances equal to those of a second leutenant, but unlike male officers, they did not 
receive increased allowances as their rank increased.’ In spite of improve- 
ments, the pay still seemed inequitable, for the same act set enlisted men’s pay 
rates at such levels that an intelligent soldier with little or no civilian training 
might in the course of a year be earning as much as a nurse who had spent 3 
years in nursing school.?° 

The increase in pay did not satisfy all Army nurses or civilian nurses 
who considered entering the service. To add to their belief that the Army 
was not only underpaying but actually discriminating against nurses were 
the provisions in the act creating the Women’s Auxiliary Army Corps in 
May 1942 which fixed a generally more liberal pay scale.*° When questioned 
by members of the Committee to Study the Medical Department in the fall 
of 1952, the Superintendent of Nurses answered that the nurses were not 
properly paid, and mentioned the salary of the Women’s Auxiliary Army 
Corps as a “hindrance,” presumably to the procurement of nurses. 

The dissatisfaction of the nurses, coupled with support by their friends 
outside the corps, was partly responsible for further improvements in the 
position of Army nurses. These * included a pay increase in December 1942, 
which gave nurses a remuneration substantially equal to that of commissioned 
officers.*? By its terms, nurses received the same military base- and longevity- 
pay and allowances for subsistence, rental of quarters, mileage and other travel 
allowances as commissioned officers were receiving. Subsistence and quarters 
allowances increased according to rank, and they henceforth received only a 
10-percent increase in base pay (not 20 as previously) for oversea or sea duty, 
the same increase as that given to commissioned officers. Thus, although 


27 Memorandum, Colonel Blanchfield (Ret.), for Col. C. H. Goddard, Office of The Surgeon General, 
14 July 1952, subject : Medical Department History in World War II. 

28 See footnote 26, p. 462. 

22? Memorandum, Chief, Military Personnel Division, Office of The Surgeon General, for Colonel 
Nugent, G—1, 6 Oct. 1942. 

39056 Stat. 278. 

31 For other concessions to the nurses at this time, see chapter VIII, pp. 247-266. 

3256 Stat. 1072. 
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they held only relative rank, Army nurses had now attained the same pay 
schedule as commissioned officers, except for the allowance for dependents. 
They received that allowance and other privileges when in June 1944 they 
were accorded full commissioned rank in the Army of the United States. 


Dietitians and physical therapists 


The act of December 1942 raising the pay of Army nurses, “militarized” 
two other groups of women, the hospital dietitians and the physical thera- 
pists, giving them, along with “relative rank,” the same pay as nurses. Be- 
fore they were given military status, women in these two groups received 
a salary of $1,800 to $2,300 a year, while the two superintendents each re- 
ceived $3,200.% 

As before the war, the pay of civilian employees of the Medical Depart- 
ment conformed to the wage scales of all employees of the Federal Govern- 
ment, except that for a time certain Medical Department civilian personnel 
did not receive the higher pay for overtime work which, after 1940, some of 
those scales had allowed.** The reason was that, since not all classes of civilian 
workers were entitled to such a rate, the commanders of hospitals, in order 
to avoid a morale problem and also because only a few members of their ci- 
vilian staffs were entitled to it, did not request this rate for them. In May 
1943, however, Congress granted almost all Federal employees higher pay 
in lieu of specific pay for overtime work.** 


Later War Years, 1943-45 
Officers 


Inequalities (or inequities) in the system of promotion and in the distribu- 
tion of rank among Medical Department officers caused concern and criticism 
during the later war years. At the same time, some progress was made toward 
removing the basis for complaint. 

As regards promotion, there was a tendency to restrict it at this period, 
both by lengthening the time an officer must spend in his current rank and 
by preventing his promotion above the rank authorized for his job. The 
War Department in 1942 made officers’ promotions to each grade possible 
after 6 months had been spent in the lower grade; the only exception was in 
favor of second lieutenants, who could be promoted in less than 6 months. 
This regulation applied throughout the Army, as did succeeding regulations 
during 1943-46 which increased the waiting time in all grades. It will be 
observed that the increases in waiting time struck the higher grades first and 
were greater in them than in the lower grades. In July 1944, however, the 


33 Memorandum, Maj. Helen B. Gearin, for Col. C. H. Goddard, Office of The Surgeon General, 23 
June 1952, subject : Draft of Material To Be Included in History of World War II. 

34(1) 54 Stat. 1205. (2) 55 Stat. 241. 

357 Stat. 75. 
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War Department granted extra credit to all officers overseas; it stipulated 
that for time-in-grade purposes, service outside the United States would be 
counted as time and a half.*° 

Working within the confines of these Army-wide policies, Army Service 
Forces likewise tended to restrict promotions, particularly in the higher grades, 
within its own domain. On 26 February 1944, Army Service Forces head- 
quarters, under whose jurisdiction fell a large percentage of Medical Depart- 
ment officers stationed in the United States, published Circular No. 59 which 
showed its desire to prevent indiscriminate promotions of officers. It stated 
at that time that the two principal considerations in promoting an officer were 
the importance of the position and the merits of the individual. The promo- 
tion of any group or individual at a rate faster than was prevalent throughout 
the Army, especially in combat units, could be justified only in the most excep- 
tional circumstances. Medical Department authorities believed that existing 
regulations did not give medical and dental officers enough opportunities for 
promotion, and during the later war years, they succeeded in having special 
instructions issued to favor members of those corps.*? 

In June 1945, the General Staff declared its desire and intent to be that 
all first heutenants of the Medical, Dental, Veterinary (and Chaplains) Corps 
occupying positions established for an officer of these services in the grade 
of captain or first leutenant should be promoted to captain—providing, of 
course, that the officer was qualified for and deserving of promotion and had 
served the required time in grade and position. For this purpose, the order 
authorized each command concerned a larger number of captains’ ratings in 
each of the corps just mentioned—a number equal to the combined total of 
hitherto authorized captains’ and first lieutenants’ ratings in the corps. The 
order applied to ratings established both by tables of organization and from 
bulk allotment sources.** 

Surgeon General Kirk had already complained that the promotion of 
medical officers of higher as well as lower rank had not kept pace with their 
responsibilities, as indicated by the growing patient load. Many outstanding 
specialists from civilian life who were chiefs of services in general hospitals, 
he declared, were only majors or lieutenant colonels. Many officers had been 
in company grade for 2 or 3 years without promotion. Pointing out the 
amount of time that medical, dental, and veterinary officers had spent in get- 
ting their education, he said that many of these men after 3 years of Army 
service were still in the grade of lieutenant, despite the provisions of Army 
regulations. Actually, although changes in regulations had made lieutenants 


36 Army Regulations No. 605-12, 3 Feb. 1944, with Changes No. 1, 24 July 1944. 

37 (1) Memorandum, Surgeon General Kirk, for General Styer, Army Service Forces, 24 Nov. 1943, 
subject: Failure to Promote 1st Lieutenants of the Medical and Dental Corps. (2) The Surgeon 
General’s Conference With Service Command Surgeons, commencing 10 Dec. 1943. (3) Army Regula- 
tions No. 695-12, 17 Aug. 1944. 

38 Letter, The Adjutant General, to Commanding General, Army Service Forces, 30 June 1945, 
subject : Temporary Promotions in the Army of the United States of Ist Lieutenants, Medical, Dental, 
Veterinary, and Chaplains Corps. 
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eligible for promotion to captain, they had not made such promotions manda- 
tory, and presumably not all commanding officers had recommended their 
Medical and Dental Corps leutenants for these promotions.*° 

Shortly afterward, The Surgeon General initiated a move to have the 
chiefs of services and sections of Zone of Interior general hospitals promoted. 
Stating that these officers had a big workload and grave responsibilites, he 
pointed out that if the chiefs of services in hospitals having a capacity of 
1,500 beds or more had been so assigned in table-of-organization hospitals of 
the same size they would, without exception, have been authorized to hold 
the rank of colonel. He showed that only 29 chiefs of medical and surgical 
services in these Zone of Interior hospitals were colonels, whereas 87 were 
lieutenant colonels, and 16 were only majors. (At the end of April 1945, a 
few months before The Surgeon General furnished this information, only 
about 6 of the 65 general hospitals in this country had capacities of less than 
1,500 beds.) Moreover, a table showing the grade of chiefs of sections in 
such hospitals listed 3 colonels, 66 lieutenant colonels, 114 majors, 35 captains, 
and 5 first lieutenants. The chiefs of the larger sections, such as laboratory, 
neuropsychiatry, X-ray, and eye, ear, nose, and throat would rank, he asserted 
(presumably referring again to table-of-organization general hospitals), either 
as majors or lieutenant colonels, depending upon the workload of the hos- 
pital. Somewhat later, he submitted a list of officers who were chiefs of 
services in Zone of Interior general hospitals and urged that they be promoted 
as rapidly as possible to a grade commensurate with their professional 
assignments.*° 

In this effort, The Surgeon General, besides invoking justice for these 
highly trained officers, was endeavoring to correct a situation which, he stated, 
would inevitably result in hard feelings toward the Army in the future on 
the part of individuals whose work was not rewarded. Undoubtedly, many 
of those concerned wielded considerable influence in the medical profession, 
and he may have feared the effects of their criticism based on the Medical 
Department’s failure to obtain promotions for them. The War Department 
finally granted his request. General Kirk was then able to recommend a one- 
grade promotion for many of the medical officers who were serving as chiefs 
of services and sections in Zone of Interior hospitals.“ He did not secure 
this authorization, however, until after the end of hostilities, and by that time, 


39 Army Service Forces Seventh Semiannual Service Command Conference, 28-30 June 1945. 

40 (1) Memorandum, Surgeon General Kirk, for General Somervell, Commanding General, Army 
Service Forces, 4 July 1945. (2) Memorandum, Chief, Personnel Service, Office of The Surgeon Gen- 
eral, for Commanding General, Army Service Forces (attention: Director, Military Personnel Division), 
10 July 1945, subject: Promotions of Chiefs of Services in Zone of Interior Hospitals. (3) Memo- 
randum, Deputy Surgeon General, for Director, Military Personnel Division, Army Service Forces. 
16 Oct. 1945, subject: Promotion of Chiefs of Services in Zone of Interior General Hospitals. 

41 (1) Memorandum, Surgeon General Kirk, for G—1, 28 Feb. 1946, subject: Promotion of Selected 
Officers. (2) Letter, Office of The Surgeon General (Col. H. W. Doan), to Commanding General, Army 
Service Forces (attention: Military Personnel Division), 19 Apr. 1946, subject: Promotion of Certain 
Medical Officers. 
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undoubtedly, some of the officers for whose promotion he had worked so dili- 
gently had returned to civilian life. 

In November 1945, The Surgeon General recommended that about 100 
specialists needed in hospitals in this country be retained on active duty re- 
gardless of their eligibility for separation from the Army and that all of them 
who were not already colonels be given a one-grade promotion. These men 
were promoted.*? 


Nurses 


Some complaints were made about the delay or lack of promotion not only 
for male Medical Department officers but also for nurses—in the case of the lat- 
ter, promotions from second to first lieutenant in particular. Pressure origi- 
nated from nurses’ families, from nursing and allied organizations, and from the 
press. The critics alleged that nurses were dispirited at their own lack of 
promotion in comparison to the rise of at least some members of the Women’s 
Army Corps, of whom less formal training was required than of nurses; that 
some nurses served long periods overseas in the same grades as recent grad- 
uates or remained second lieutenants while others at home were promoted. 

Partly, no doubt, in order to placate so many critics, the Medical Depart- 
ment increased its exertion, in the later war years, to get higher grades for 
its nurses. In November 1943, revisions of many tables of organization for 
various kinds of hospitals and for certain other types of medical units raised 
the number of nurse first lieutenants in those units while lowering the number 
of second lieutenants.** As with other regulations concerning rank or promo- 
tion, this one did not make the new proportions of grades mandatory, and it 
is possible that for one reason or another many of the first lieutenant vacan- 
cies created by it were filled slowly, if at all. In any case, as late as November 
1944, 31,116 nurses—75 percent of the total Nurse Corps strength—were still 
in the grade of second lieutenant. 

A move to increase the opportunity for promotion of second lieutenants, 
not only of the Army Nurse Corps but of all other components of the Army, 
took shape at the end of 1944. In December of that year, the War Depart- 
ment announced that any second lieutenant who had completed 18 months of 
service in that grade might be promoted to the grade of first lieutenant with- 
out table-of-organization or table-of-allotment vacancies in that grade, pro- 
vided he (or she) was qualified for and worthy of promotion. This authori- 
zation was not to be used for the automatic promotion of all second lieutenants 
who had served 18 months in that grade, but was reserved for those denied 

42 (1) Information from Military Personnel Division, Office of The Surgeon General, 17 Mar. 1947. 
(2) Letter, Acting Chief, Personnel Service, Office of The Surgeon General (Col. Francis F. Mintz), to 
Commanding Officer, Valley Forge General Hospital, Pa., 11 Dec. 1945, subject: Promotion of Officers. 

48 War Department Circular No. 306, 22 Nov. 1943. 


44 Strength of the Army, 1 Dec. 1944. Prepared for War Department General Staff by Machine 
Records Branch, Office of The Adjutant General, under direction of Statistical Branch. 
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TABLE 62.—Army Nurse Corps first lieutenants and second lieutenants: Numbers in grade and 
numbers of promotions, September 1944-August 1945 


Second First Promotions to 
Date lieutenants! | lieutenants! | grade of first 
lieutenant 2 
1944 
BeOteiet 2 seals ee ee ee eens ae ene 31, 468 7, 753 213 
CROWDER ree ee ee a ee re ele et ee ers re 31, 653 8, 565 636 
November: Jee i 2 eI Se ee Sees 31; 116 9, 276 622 
December s2e 3 eee Se os = ea a ee eS 31, 138 | 9, 871 632 
1946 
JANET Yee. feo bee te dee a eee eee eo 30, 810 10, 790 973 
INGA Ve, Mea et ce eee ee ee 29, 601 13, 702 2, 350 
IVC eee ee ee ey eee ees ee ED ee er ee Rete ee 30, 871 16, 528 3, 126 
ABE Ah Ph Des 5 ce oe AL EET a oe eS. Ae 30, 870 19, 490 3, 670 
Wiese f ( 465 2G Stediveii wile dees) di 8G sony g 29, 497 22, 826 3, 723 
IU > Sera ayae ee Peete Peay cence we sire ex og) ae cote. Sa ote 26, 013 26, 330 4, 369 
Pluie 2S ba ete MPS a7 Be cere as 2 cepts oy By napus Peres a eeeeees a oh 25, 629 28, 028 1,914 
PTI e he Peas Sooke Seti os ee is he 23, 984 28, 695 1, 388 


1 “Strength of the Army”’ for dates approximate to those shown. 
2 “Strength of the Army,” 1 Sept. 1945, 


merited advance solely because they were not in positions established for the 
higher grade.*? In the Medical Department, the directive applied to all officer 
components except the three which contained no second lheutenants—that is, 
the Medical, Dental, and Veterinary Corps. It meant ultimate promotion 
for large numbers of nurses, dietitians, physical therapists, and Medical Ad- 
ministrative Corps officers, and for smaller numbers of the Sanitary and Phar- 
macy Corps. By the early part of 1945, the change of policy was beginning 
to stimulate the promotion of sizable numbers of Army-nurse second lieu- 
tenants (table 62). 


Dental Corps 


At the urgent recommendation of the American Dental Association, and 
of the dental profession generally, The Surgeon General agreed in Septem- 
ber 1943 to promote the chief of his Dental Division from brigadier general 


4 (1) Army Regulations 605-12, 17 Aug. 1944, with Changes No. 1, 9 Dec. 1944. The same reg- 
ulations also permitted a promotion without regard to position vacancies for officers returned to the 
United States from a status of missing in action, evading capture in enemy controlled territory, 
internee, or prisoner of war, provided the officer’s case presented unusually meritorious or exceptional 
circumstances justifying waiver of the normal requirements for promotion. This permitted one-grade 
promotion of the 66 nurses, 3 dietitians, and 1 physical therapist who had been prisoners of the 
Japanese in the Philippine Islands and who were returned to this country in early 1945 after their 
recovery by the forces under General MacArthur. (2) History of Nursing Branch, Military Personnel 
Division, Office of The Surgeon General, U.S. Army, 1 Jan.—31 May 1945. (3) Quarterly History of 
Medical Department Dietitians, Military Personnel Division, Office of The Surgeon General, U.S. Army, 
1 Mar.—31Mar. 1945. (4) Quarterly History of Physical Therapy Branch, Military Personnel Division, 
Office of The Surgeon General, U.S. Army, 1 Apr.—31 May 1945. 
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to major general, and to consider recommending the appointment of one or 
more brigadier generals in the Dental Corps. Only one was actually ap- 
pointed, in February 1945; and he was reduced to the rank of colonel some 
months after the end of the war. There was also some improvement in rank 
so far as the mass of dental officers was concerned, as a comparison of the 
situation in late 1943 with that in 1945 (table 61) will show. Nevertheless, 
their position continued to lag behind that of Medical Corps officers.*® 


Medical Corps 


In the Medical Corps, a problem of rank was sometimes involved when 
an officer had as his subordinate a man of lower rank but of higher proficiency 
rating, and therefore presumably of greater professional ability, in the spe- 
cialty to which both were assigned. By virtue of his rank, the man of higher 
grade could give orders in technical as well as administrative matters to his 
subordinate and could either accept or refuse his advice. In cases such as 
these, it would have been better from the professional standpoint if the po- 
sitions had been reversed, but under existing Army practices, there was no 
way this could be accomplished. Sometimes the purpose was achieved, how- 
ever, in the case of specialists when the ranking officer accepted his sub- 
ordinate’s advice or permitted him virtually to issue the orders. If this 
was not done voluntarily, informal means were occasionally used to over- 
come the difficulty; ranking officers were asked to accept orders and advice 
from subordinates of superior competence. The Surgeon General’s Military 
Personnel Division reported at the end of the war that success had occurred 
only in cases where the ranking officers recognized that the ability of those 
under them completely surpassed their own.*7 The problem might also have 
been solved by relieving certain ranking officers from active duty, but since 
the procurement of medical officers was still going on, the War Department 
did not permit such action. 


Sanitary Corps 


During the war, members of the sanitary engineering profession exerted 
great pressure on The Surgeon General to promote members of the corps to 
rank commensurate with their experience. In June 1943, a bill was intro- 
duced in Congress providing for an Assistant to The Surgeon General in the 
person of a Sanitary Corps officer with the rank of brigadier general. The 
Secretary of War, however, contended that such a promotion should be made 
only when the War Department considered the duties and responsibilities of 
a Sanitary Corps officer justified it. He furthermore stated that permanent 


4° For a detailed discussion of the reasons for this discrepancy, see publication cited in footnote 21, 
p. 455. 

** Report, Military Personnel Division, Office of The Surgeon General, to Historical Division, autumn 
1945, subject : Medical Department Personnel. 
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legislation affecting the peacetime Army should not be enacted in time of 
war.*® The bill did not pass. 


Enlisted personnel 


Late in the war, the War Department took steps to promote privates— 
Medical Department as well as others—who through no fault of their own 
had not received a promotion—just as it did second lieutenants. In May 
1945, regulations provided that commanding officers who were authorized to 
appoint privates, first class, might waive the requirement of an authorized 
vacancy to appoint enlisted men or women to that grade if they had com- 
pleted one year of satisfactory service or had served outside the United States 
(a few exceptions were listed in the latter case). The War Department 
admonished that this authority was not to be used for the automatic promotion 
of all privates in those categories but was to be reserved for those who were 
qualified for promotion but were denied it because of lack of position vacan- 
cies. At the same time, oversea commanders and the commanding generals 
of the Army Air Forces, Army Ground Forces, and Army Service Forces 
were authorized to waive the requirements of an authorized vacancy to appoint 
to the next higher grade any persons below the grade of first or master sergeant 
who was returned to U.S. military control after having evaded capture by the 
enemy or after having been missing in action, interned, or taken prisoner. 
Such promotions were limited, however, to those who presumably would 
have been promoted except for their absence from the Army.*® 


PROMOTION OVERSEAS 
Officers 


During the early part of the war, the rank held by Medical Department 
officers ®*° overseas was the rank they had acquired before leaving the Zone 
of Interior. For one thing, the oversea theaters were limited as to the num- 
ber of high-ranking positions they could set up. The theaters throughout 
the war lacked the function of supervising the worldwide medical service 


48 (1) Letter, Arthur D. Weston, Chief Sanitary Engineer, Department of Public Health, Boston, 
Mass., to Abel Wolman, Professor of Sanitary Engineering, The Johns Hopkins University, 22 Apr. 
1948. (2) Letter, Deputy Surgeon General, to Abel Wolman, 30 June 1943. (38) Letter, Secretary of 
War, to Robert R. Reynolds, Chairman, Committee on Military Affairs, U.S. Senate, 31 May 1944. 

49 Army Regulations No. 615-5, Changes No. 6, 23 May 1945. 

50In the section which follows, the term ‘‘Medical Department officers,’ unless qualified, includes 
nurses. On the other hand, officers above the rank of colonel are not included in the term. Probably 
not more than 20 general officers of the Medical Department were overseas at any time. Sixteen (3 
major generals and 13 brigadier generals) are listed in “The Surgeon General’s Notebook,” vol. I, 
under date of 28 July 1945. 
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that characterized the Surgeon General’s Office, nor did they have the responsi- 
bility to the same degree of definitiveness, of providing specialized treatment, 
as did medical facilities in the continental United States. Both of these 
functions formed the basis for positions with the highest ranks. Thus, it 
was only on rare occasions that any Medical Department corps had a per- 
centage of its oversea strength in the rank of colonel equal to or greater than 
that which it possessed in the Zone of Interior (table 63). In the Dental 
Corps, this inherent advantage of the Zone of Interior extended down into 
ranks as low as that of major, for the concentrations of dental officers neces- 
sitated by a large amount of remedial work on new recruits was lacking in 
oversea areas.°* 

However, even had the higher positions existed, the possibilities of pro- 
motion into them would have been few and far between in the earlier years. 
Promotions at the time were greatly dependent upon the existence of vacancies. 
Conditions overseas, however, were not such as to give rise to a great many 
vacancies that could be filled by promotion. In the Zone of Interior, until the 
middle of the war, units were constantly activated with personnel recently 
drawn from civilian life; fresh jobs were continuously established, and many 
of the new posts could be filled by promotion. In the theaters, on the other 
hand, such organizations as were activated generally were staffed with the 
personnel of units that had been disbanded or reorganized, and the total num- 
ber of jobs remained substantially unchanged. Nor did the establishment of 
non-table-of-organization units provide many vacancies to be filled by promo- 
tion since many casuals arrived from the Zone of Interior with grades appro- 
priate to the positions which arose in this fashion. Casuals also could be used 
to replace losses which, moreover, were fairly low particularly because the U.S. 
Forces were not yet fully committed to combat. Finally, transfers between 
units often were carried out on a grade-for-grade basis. Though promotions 
as a rule depended on the existence of vacancies, a possibility of advancement 
also existed when a man held a position for which the table of organization 


‘of his unit authorized a higher rank than the one he possessed. Overseas, as in 


the Zone of Interior, however, some commanders both in the line as well as in 
the Medical Department, who had spent many years in the military service 
without advancement in grade, frequently were unwilling to accord their 
juniors rapid promotion.” 


61 (1) Letter, Brig. Gen. L. H. Tingay, DC, Brooke Army Medical Center, to Col. C. H. Goddard, 
Office of The Surgeon General, 20 Sept. 1952. (2) As late as 31, May 1944, no hospital dietitian or 
physical therapist was serving abroad in any grade above that of first lieutenant (table 63). 

52(1) Report, Maj. John B. West, 14 Apr. 1944, on Medical Department Activities in Liberia. 
(2) King, Arthur G.: Medical History of Espiritu Santo (New Hebrides) Service Command, pp. 55-56. 
[Official record.] (3) Letter, Brig. Gen. Robert P. Williams, to Col. John B. Coates, Jr., MC, Director, 
Historical Unit, U.S. Army Medical Service, 22 Dec. 1955. (4) Information from Col. Florence A. 
Blanchfield, USA (Ret.), 13 Mar. 1952. 
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It is true that Regular Army promotions continued, and it can be assumed 
that in this respect the oversea areas had an advantage owing to the fact that 
they had a greater proportion of regulars in their officer strength than did the 
Zone of Interior (table 41). When special regulations to permit promotions 
in the Army of the United States were issued, the oversea areas also had an 
advantage in view of the greater seniority of their officers. Such regulations, 
however, were of extremely limited scope in the emergency and especially in 
the early war period. 

Thus it is that the arrival of large numbers of second lieutenants from the 
Zone of Interior in 1942 caused the first significant wartime alteration in the 
distribution of rank among Medical Department officers overseas; that is, a 
general lowering of the level of grades. Most of the second lieutenants who 
came were members of the Army Nurse Corps, whose numbers overseas in- 
creased tenfold between Pearl Harbor and 30 September 1942, while those of 
male Medical Department officers grew less than seven times. A considerable 
increment of Medical Administrative Corps officers also helped to account for 
the increase in the proportion of second lieutenants (tables 32 and 64). 
Whereas the proportion of the oversea membership of this corps in the lowest 
rank had been less than 20 percent in November 1941, it was 43.55 percent in 
September 1942. The change was of such proportions that it reversed the 
relationship with regard to the grade of second lieutenant that had prevailed 
prior to Pearl Harbor between Medical Department officers and officers in 
general. The Medical Department overseas now had, and continued to have 
until at least May 1944, a ratio of second lieutenants that was larger than that 
possessed by the entire Army abroad. Among male Medical Department 
officers alone, the proportion of second lieutenants also increased, but it is 
clear that overseas as at home the proportion continued to be smaller than was 
the case among the other male officers until the end of the war. The fact that 
the Medical Corps, Dental Corps, and Veterinary Corps had no members in 
the grade of second lieutenant accounts for this situation. 

A similar process was taking place in the Zone of Interior. Intensive 
commissioning of Medical Administrative Corps officers beginning in 1942 
and heavy recruiting of the professional corps during the same period ac- 
counts for the substantially greater proportions of worldwide strength in 
second and first lieutenants as compared with oversea strength. 

The latter part of the war witnessed a very marked improvement in 
promotion rates among oversea Medical Department officers. This develop- 
ment began to manifest itself among the male components of the group toward 
the middle of 1943. During 1944, the pace slackened, but in 1945 rates were 
attained which surpassed the levels reached in 1943 (table 65). Although 
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pressure by Surgeon General Kirk upon oversea authorities in mid-1944 gave 
some impetus to promotions of members of the Army Nurse Corps, the monthly 
rate of these promotions abroad even during the third quarter of that year was 
0.1 per 1,000, whereas the worldwide rate was 3.4 (table 65) .°° 

In 1945, however, great promotion activity was manifested among the 
members of the female components in the Medical Department overseas. The 
most important factors in the improvement of the promotion rates of Medical 
Department officers were the special regulations making possible advance- 
ments in grade regardless of the existence of vacancies. However, a directive 
of October 1943 authorizing promotion of second lieutenants of the Nurse 
Corps to the rank of first heutenant irrespective of openings in the higher 
grade was of little influence at least until the invasion of Normandy since 
they were applicable only to personnel serving with combat forces engaged 
in foreign areas. 

Promotions through the creation of vacancies also increased in the later 
war period. Higher attrition rates, rotations, arrival of units from the Zone 
of Interior without qualified incumbents in highly specialized jobs, and changes 
in tables of organization to permit replacement of medical officers by mem- 
bers of the Medical Administrative Corps all swelled the number of vacancies 
in Oversea areas, although in many cases obstacles were raised to filling these 
vacancies by promotion. Among such obstacles was the requirement that 
an officer rotated to the Zone of Interior be replaced by an officer from that 
area holding the same rank. In the North African theater, regulations issued 
in August 1944 provided that a replacement for a Medical Department officer 
be requisitioned in the same grade as the individual to be replaced and that 
when a vacancy was to be filled by promotion no action to that effect be taken 
until a replacement was obtained for the officer to be promoted. In the South- 
west Pacific, medical officers transferred to headquarters in order to serve 
as consultants, remained on the rolls of their parent units, thus blocking pro- 
motion opportunities in such units.°° 


53 (1) Letter, Maj. Gen. Kirk, to Maj. Gen. M.C. Stayer, Chief Surgeon, North African Theater of 
Operations, U.S. Army, 30 Nov. 1944. (2) Letter, Maj. Gen. Kirk, to Maj. Gen. P. R. Hawley, Chief 
Surgeon, European Theater of Operations, U.S. Army, 30 May 1944. 

54 Promotions under the regulation were subject to demonstration of the fitness of the subject for 
advancement. She must also have served at least 6 months as a second lieutenant, no less than 3 
months of this being in a theater of operations. Moreover, the number of first lieutenants in a table- 
of-organization unit might not exceed 50 percent of all lieutenants in the unit. Finally, the authoriza- 
tion applied only to specified theaters. Memorandum, The Adjutant General, to Commanding General, 
Army Ground Forces, 2 Oct. 1943, subject: Promotions of Second Lieutenants, Army Nurse Corps, in 
Active Theaters. Also Annual Report, Surgeon, U.S. Army Services of Supply, 1943. 

53 (1) Annual Report, Surgeon, Mediterranean Theater of Operations, U.S. Army, 1944. (2) Memo- 
randum, Brig. Gen. G. B. Denit, Cheif Surgeon, Headquarters, U.S. Army Forces, Far East, for Colonel 
Pincoffs, 22 May 1945. 
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Some commanders also retained their prejudice against rapid promotions. 
On the other hand, in Espfritu Santo and probably in many other places there 
were commanders who, upon hearing reports of high initial ranks being granted 
to men entering the medical service in the United States, went to the opposite 
extreme and tried, although perhaps with not much success, to fill all vacan- 
cies by promotion even before they had an opportunity to observe the benefi- 
ciaries in action. For similar reasons, commanders were more willing than 
formerly to permit individuals to attain the rank authorized for their jobs 
by tables of organization. 

In spite of obstacles, at least 19.4 percent of all Medical Department pro- 
motions during the period from November 1944 to June 1945, inclusive, re- 
sulted from assignments to vacancies or from advancement to authorized rank. 
In each of the Medical Department’s male officer corps, the percentage was 
much higher (table 65). 

In the latter part of the war, promotion rates of Medical Department 
officers overseas at times exceeded the corresponding worldwide rates. There 
were several reasons for this. The special regulations favoring promotion 
had their initial application in the Zone of Interior and attained their peak 
effect overseas when their influence at home was waning. Certain regulations, 
such as the time-and-a-half credit for service abroad, quite rightly favored 
oversea personnel. Promotion requirements in the continental United States 
became more stringent. Finally, few new units were being activated in the 
Zone of Interior, and in those that were activated, the new jobs were given 
more and more to the former members of disbanded or reorganized establish- 
ments or to men who had been rotated home from overseas who already had 
ranks appropriate to the vacancies created. 

Although the rate of promotion of oversea Medical Department. officers 
increased, it exceeded the rate of all officers in the theaters only during the 
second quarter of 1945. The reason for this generally lower rate was the 
fact that attrition was a much greater influence in the Army in general than 
it was in the Medical Department. The contrast is better illustrated when 
male officers alone are compared. At no time did the promotion rate of 
male Medical Department officers overseas even closely approach that of the 
corresponding group in the Army as a whole despite the increased medical 
losses experienced in 1945 and all the other aids to promotion activity. Indeed, 
promotion rates of the two groups were closer together in 1948 than they were 
at later dates. 

Even though promotions overseas increased during the latter part of 
the war, it can be assumed that only about half of all Medical Corps officers 
who served overseas prior to the end of hostilities received promotions there. 
Many officers, of course, received promotions before going abroad, but the 
fact. nevertheless remains that considerable numbers of medical officers who 


ne 
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saw service overseas never were promoted at all or not until late in their Army 
careers. °° 


Decentralization of promotions 


Decentralization of promotion in wartime had many advantages. It ob- 
viated heaping upon a central headquarters the vast amount of paperwork 
necessary to the promotion of officers, both of high and of low rank. In 
removing the necessity of sending all recommendations for promotions through 
military channels to a central headquarters (for the Medical Department this 
was the Surgeon General’s Office), decentralization speeded promotions great- 
ly. This acceleration tended to foster officers’ morale. Undoubtedly, The 
Surgeon General was content to have others promote officers in the lower 
grades. Lack of attention in certain instances to qualifications when pro- 
moting officers to the grade of colonel overseas, however, posed serious prob- 
lems for him when men who lacked either the professional or the military 
experience to justify that rank for assignment to any type of job were returned 
to the Zone of Interior. Often, particularly in the later war years, he had 
difficulty in persuading commanding generals of service commands and others 
to accept young, inexperienced or ineffectual men who held that rank. A 
centralized control over promotions to the rank of colonel, in the hands of 
The Surgeon General, might possibly have tended to eliminate such diffi- 
culties.** But this procedure was unthinkable. Theater commanders had the 
authority to promote up to and including the rank of colonel. This was based 
on the recommendations of major commanders and availability of TOE va- 
cancies and the proved competence of the individual concerned. 


Enlisted Personnel 


Between 31 July 1941 and the end of May 1944, the percentage of Medi- 
cal Department enlisted men who were in grades above that of private in- 
creased from 49 to 68, and above the grade of private, first class, from 19 
-to 45 percent. Even in ranks above that of corporal, the increase was sub- 
stantial, being from 15 to 21 percent (table 66). In terms of pay, however, 
these improvements were less significant than they seem to be. Prior to 
June 1942, certain Medical Department enlisted men in the grades of private 
and private, first class, had specialist ratings which made their pay equal 
to that of soldiers in higher ranks. What proportion of the number in each 
of these grades they constituted is unknown, but it seems probable that they 
comprised more than 31 percent of all Medical Department enlisted men 


56 Letters, to Col. C. H. Goddard, Office of The Surgeon General, from (1) T. L. Badger, M.D., 
8 Sept. 1952; (2) Col. E. G. Billings, 23 Sept. 1952; (3) Col. H. L. Blumgart, 7 Aug. 1952; (4) Col. 
G. G. Duncan, 19 Aug. 1952; (5) C. S. Drayer, M.D., 3 Sept. 1952; (6) G. H. Gowen, M.D., 10 Sept. 
1952; and (7) Col. George G. Finney, 2 Sept. 1952. 

57 Letter, Col. Paul A. Paden, Percy Jones Army Hospital, to Col. C. H. Goddard, Office of The 
Surgeon General, 9 June 1952. 
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in oversea areas. After June 1942, the specialist ratings were abolished, and 
although a minority of the men who had held them remained in the ranks 
of private and private, first class, the bulk of the specialists were automatically 
placed in the newly created ranks of technician, 5th grade, and technician, 4th 
grade. Their rank was thus brought up to the level of their pay rather 
than vice versa. Despite this immediate monetary limitation, the level of 
pay of Medical Department troops nevertheless increased considerably over 
a period of time through gains in the level of grades. Between 30 Septem- 
ber 1942, by which time the conversion of the grades of enlisted specialists 
had been completed, and 31 May 1944, the proportion in grades above that 
of private increased by nearly one-fourth; above that of private, first class, 
by about one-half; and above that of corporal by a somewhat smaller ratio. 

What proportion of this relative rise in rank of Medical Department 
enlisted men took place overseas cannot be precisely determined. As in the 
case of officers, attrition and special regulations favoring oversea personnel 
undoubtedly had some effect on promotion rates in the late stages of the war, 
but not enough to put the Medical Department on a par with the Army as 
a whole in this respect. The medical soldier continued to have less chance of 
promotion to higher rank, with accompanying increase in pay, than had his 
enlisted counterpart elsewhere in the Army. 
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CHAPTER XIII 


Redeployment, Retraining, and Demobilization 


PERIOD OF PARTIAL DEMOBILIZATION 


As early as January 1943, the Army had begun work on demobilization 
planning.t. By April, it became obvious that only partial demobilization could 
follow the defeat of the Axis and that plans for redeployment of troops from 
the European and Mediterranean theaters to the Pacific would have to be 
included in the overall demobilization plans. 


Criteria for Release of Officers 


In deciding which persons should be released as a means of reducing the 
forces, the intention of the War Department was to consider a number of 
factors in addition to those already operating to remove personnel from the 
Army. One of these factors was the adjusted service rating, which might also 
aid in determining whether, even if a man stayed in the Army, he was to be 
transferred from one area to another. This rating was a point score to be given 
each individual shortly after the surrender of Germany. The score was the 
sum of his credits for length of service in the Army (1 point for each month 
since 16 September 1940), length of service overseas (1 point for each month), 
number of combat awards and decorations (5 points each), and number of 
children he possessed under 18 years of age up to a limit of three (12 points 
each). The score must reach a certain total (the “critical score”) to be con- 
sidered as a factor working toward his release from the Army. 

As part of the plans for redeployment of medical personnel, The Surgeon 
General, 2 weeks after V-E Day, requested and received authority for the 
transfer of 1,000 Medical Corps officers from the European and Mediterranean 
theaters to the United States so as to help care for the expected concentration 
of patients in the United States after the end of hostilities in Europe. He also 
obtained approval for certain other policies concerning the redistribution of 
members of the Medical Department. The War Department planned to send 
some medical units to the Pacific by way of the United States, and The Sur- 
geon General obtained authority to restaff these units by exchanging their high- 
score personnel for low-score personnel in the United States before shipping 
them to the Pacific. To this end, a complete census was taken of all personnel 
stationed in the United States. 

1For a detailed account of demobilization Army-wide, see Sparrow, John C.: History of Personnel 


Demobilization in the United States Army. Washington: U.S. Government Printing Office, 1952. (DA 
Pamphlet 20—210.) 
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On the basis of this census and in the light of experience to date, criteria 
were established for withdrawing personnel from units passing through this 
country and for assigning personnel then in the United States to the units 
scheduled for the Pacific. Thus, Medical Corps officers in returning units 
would be withdrawn if they were 45 years of age or over, or had an adjusted 
service rating of 75 or over, or had had 12 months’ service overseas. The age 
and oversea service criteria for all other Medical Department officers were 
lower—40 years and 6 months, respectively. The critical figure for the ad- 
justed service rating was also lower, being 50 for all other male Medical De- 
partment officers and 30 for all female officers of the Department. 

The Surgeon General also planned to speed the exchange of personnel 
with the Pacific as soon as part of the surplus from the European and Mediter- 
ranean theaters should return to the United States. Finally, he recommended 
that the European theater, which had more low-score specialists than the 
Mediterranean theater, should exchange them with high-score specialists from 
the latter. This would enable the Mediterranean theater to send units directly 
to the Pacific, properly balanced with specialists, and yet avoid keeping 
high-score men in oversea service. Presumably, the latter would be returned 
to the United States.? 

The Surgeon General’s Office also developed a method of selecting the 
Medical Department officers to be separated from the Army in helping to carry 
out partial demobilization. According to War Department readjustment reg- 
ulations, which were given the force of directives upon the defeat of Germany, 
all Medical Department officers who were returned to the United States as 
surplus from oversea theaters and defense commands were to be placed under 
the jurisdiction of Army Ground Forces, Air Forces, or Service Forces, de- 
pending on which of these commands was responsible for the unit in the troop 
basis with which the particular officer had last served. If these officers were 
needed by the Air or Ground Forces, they were to be retained by them. If 
not, they and other surplus Medical Department officers from those commands 
were to be turned over to the Commanding General, Army Service Forces, for 
a decision as to their essentiality to the Army. The regulations stated that in 
this decision “military necessity must be the controlling factor,” but that other 
considerations should also be weighed—efficiency, the officer’s desire as to 
retention, and his adjusted service rating. The Army was permitted to keep 
officers otherwise qualified for release if they wished to be retained and had 
satisfactory records.® 

On 7 May 1945, the Commanding General, Army Service Forces, dele- 
gated his responsibility for determining the essentiality of Medical Depart- 
ment officers to The Surgeon General, although he retained a certain amount 
of control in that respect. A week before this, The Surgeon General in accord- 


? Medical Department Redeployment and Separation Policy, as revised, 6 August 1945. In Annual 
Report, Military Personnel Division, Office of The Surgeon General, U.S. Army, 1946. 
3 Readjustment Regulations 1-5, 30 Apr. 1945. 
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ance with prior planning had established a board of medical officers, composed 
in part of representatives of Army Ground and Air Forces, to deal with the 
question.* 

By the end of July, the Surgeon General’s Office had evolved a method 
of selecting the officers who were to be kept in service and those who were to be 
released. This method took into consideration the essentiality not of individ- 
ual officers but of numbers—the number that would be needed and the number 
that could be dispensed with in each of eight officer ° components and in each 
of certain specialties within the Medical Corps. 

The Surgeon General’s Office adopted age and the adjusted service rating 
as the factors which might give officers claim to separation. Keeping in mind 
the number needed in each component and specialty, it set the age or point 
score at such a figure that the number who could qualify would not exceed the 
number that could be dispensed with. It might happen, however, that certain 
persons with “irreplaceable experience,’ even though they were eligible for 
release on other grounds, needed to be retained; in such cases, their release 
could be deferred by applying the principle of military necessity directly to 
them as individuals.° It appears that before the surrender of Japan the point 
score for release was not arrived at by any very exact calculation as to how 
many officers would be made eligible for discharge by the figure adopted; in 
the case of specialists, at any rate, the point score fixed upon was to be retained 
so long as the number of releases under it “would not endanger the efficiency 
of the medical service,” after which it would presumably be raised or the whole 
procedure abandoned. 

Although The Surgeon General recommended the release of Medical and 
Dental Corps officers who were 50 years of age or over, Army Service Forces 
headquarters did not put this provision into effect immediately. Many such 
men had been retained in the United States throughout their period of service 
and so had been unable to accumulate many points. The minimum point 
score required for members of the Medical Corps was 100 (120 for specialists 
in gastroenterology, ophthalmology, otorhinolaryngology, cardiology, derma- 
tology, allergies, anesthesiology, neuropsychiatry, thoracic surgery, plastic sur- 
gery, orthopedic surgery, neurosurgery, clinical laboratory work). The mini- 
mum separation ages or point scores required for members of other officer 
components were as follows: Veterinary Corps, 50 years or 110 points; Medical 
Administrative and Sanitary Corps, 45 years or 90 points; Nurse Corps, 40 
years or 65 points; dietitians and physical therapists, 50 years or 65 points.’ 


*(1) Army Service Forces Circular No. 175, May 1945. (2) Personnel Service Plan for Period I, 
Action 66, Office of The Surgeon General. (3) Office Order No. 105, Office of The Surgeon General, 
U.S. Army, 11 May 1945. 

> Members of the Pharmacy Corps, all of whom were officers of the Regular Army, did not fall 
under this program. 

6 See footnote 2, p. 488. 

7 Letter, Chief, Personnel Service, Office of The Surgeon General, to Chief, Historical Division, 
Office of The Surgeon General, 14 Aug. 1945, subject: Criteria for Separation of Medical Department 
Officer Personnel. 
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Criteria for Release of Enlisted Personnel 


Few special provisions concerning Medical Department enlisted personnel 
appeared in the rules governing the release of the Army’s enlisted members 
as a phase of partial demobilization. It will be recalled that shortly after 
V-E Day the War Department permitted the release of all enlisted persons 
40 years of age or over almost without restriction. About the same time, the 
Secretary of War announced that the critical score for enlisted personnel 
would be 85 points; military necessity, however, might dictate that men having 
that score—particularly those possessing special skills—would be held until 
qualified replacements arrived. 'The readjustment regulations provided that 
the essentiality of enlisted personnel would be determined at reception centers 
where surplus personnel from the United States and overseas were to be col- 
lected. There, the liaison officer of the Commanding General, Army Service 
Forces, would pass upon members of the Medical Department, with the pos- 
sible exception of personnel assigned to the Air Forces and certain other com- 
bat branches of the Army. The regulations permitted persons to remain in 
the Army if they chose to do so, providing they had satisfactory records. 


Problems Encountered in Redeployment and Separation 


By the early part of August 1945, 3 months after V—E Day, the carrying 
out of some of these plans had not gone as far as might have been anticipated. 
The thousand Medical Corps officers from the European and Mediterranean 
theaters, authority for whose return The Surgeon General had requested in 
May, had not yet all arrived in the United States. The remainder were en 
route, but the peak patient load in the U.S. hospitals had already been reached 
and passed. The explanation for the delay was that “tremendous personnel 
shifts in the theaters and the uncertainties regarding individual scores [that 
is, adjusted service ratings] which were not available until almost 6 weeks 
after V-E Day, made it difficult for the theater to return personnel as rapidly 
as desired.” ® 

In addition, The Surgeon General’s plan to restaff units passing through 
this country to the Pacific was not too successful, since few units had been 
shipped back by early August. His efforts to speed replacements to the Pacific 
in order to relieve personnel who had been there for a long time were achiev- 
ing more success; arrangements had been made to bring back large numbers 
of nurses and replace them with fresh members of the Nurse Corps. The 
policy of exchanging low- for high-score specialists between the European 
and Mediterranean theaters had also, after some delays, been put into effect. 

On the other hand, the separation of Medical Department personnel from 
the service as a phase of partial demobilization had no more than begun. In 


8 Readjustment Regulations 1-1, 12 Feb. 1945, par. 12, and Changes No. 1, 4 May 1945, par. 
12a(1). 
® See footnote 2, p. 488. 
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July, the chairman of a Senate subcommittee investigating the Army’s use 
of doctors had charged that surplus Army doctors in Europe were not work- 
ing “more than an hour or two a day” and declared that they should be 
brought home to relieve the shortage of civilian doctors. 

The Surgeon General’s Office gave reasons why few Medical Department 
personnel were being discharged from the Army. It pointed out that very 
large numbers of patients continued to come back to the United States even 
after the fighting ended in Europe, so that the patient load at home might 
be expected to remain at or near the peak until the fall of 1945. It stated 
that while Medical Department personnel in Europe no longer had to care 
for combat casualties they were occupied with closing hospitals, treating dis- 
placed persons for sickness and injuries in territories overrun by the American 
armies, and finally moving toward the United States or the Pacific.*° 


FULL-SCALE DEMOBILIZATION 


The capitulation of Japan on 14 August 1945 put an end to redeployment 
as a shift from a two- to a one-front war. The process of transferring units 
from Europe to the Pacific either directly or by way of the United States 
was abandoned. Gradually, a vast movement of men from overseas to the 
United States set in, with a smaller movement outward of fresh personnel to 
maintain the occupation forces. Partial demobilization, which had hardly 
started, gave way to full demobilization. 


Reduction of Criteria for Demobilization of Enlisted Personnel 


Officers as well as enlisted men who possessed the critical score could no 
longer be held in the Army on the ground of military necessity, except in spe- 
cial instances. Adjusted service ratings were recomputed as of 2 September 
1945. The critical score of enlisted men was then reduced from 85 to 80 
points, and enlisted men 35 years of age and over who had had at least 2 years’ 
service were ordered released on their application; the age for automatic re- 
lease of those with less than 2 years’ service remained at 38, having been 
reduced from 40 earlier. Within the next 3 months, the critical score for 
enlisted men was brought down by successive cuts from 80 to 55, while new 
alternatives of 4 years’ service or the possession of three dependent children 
also qualified men for discharge. 

Medical Department enlisted technicians in certain specialties were ex- 
cepted from the rule that men could not be held in the Army for reasons of 
military necessity if they were otherwise eligible for release. Six months 
was the maximum length of time for which these technicians could be retained. 
Orthopedic mechanics were among those so held.*t In the fall of 1945, the 


1 See footnote 2, p. 488. 
11 Memorandum, Surgeon General Kirk, for Commanding General, Army Service Forces, 22 Oct. 
1945, subject : Shortage of Medical Department Enlisted Personnel for Zone of Interior Installations. 
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Medical Department was training 75 of these technicians; ‘The Surgeon Gen- 
eral stated that when they completed their training those being held on duty 
would be discharged. Expressing his belief that when men were held beyond 
the date at which they became eligible for discharge their morale went down, 
he also urged service command surgeons to consider seriously a one-grade 
promotion for those being retained.* In late November, promotions were 
authorized for orthopedic mechanics. 

In early December, The Surgeon General stated that information avail- 
able to his Office indicated that the situation had improved in the last 2 weeks, 
but he warned the Army Service Forces headquarters at the same time that 
additional replacements would have to be forthcoming as the discharge cri- 
teria were lowered in the future* A few days later, he reluctantly advised 
the same headquarters that effective on 1 January 1946 men in four critically 
needed enlisted specialties might be authorized for discharge—medical and 
dental laboratory, X-ray, and orthopedic technicians—provided they had 50 
points on the adjusted service record or had been in the Army for 314 years. 
These same criteria were announced the next day by the War Department as 
those that would govern the discharge of enlisted men generally after 31 De- 
cember 1945. 

As late as February 1946, the Surgeon General’s Office was still trying 
to make good the losses by recommending that G—1 make enlisted men avail- 
able to the Medical Department for training to replace scarce category per- 
sonnel, specifically men in the four critical specialties. All specialists were 
taken off the list of those critically needed by 1 July 1946 in order to comply 
with the Chief of Staff’s statement that all enlisted personnel with 214 years’ 
service or 45 points be discharged by 30 April 1946 and all with 2 years’ service 
or 40 points by 2 months later. At the same time, The Surgeon General as- 
serted that the situation had become increasingly worse. He admonished 
service command surgeons that they must make exceptional effort immediately 
to employ soldiers as civilians upon their discharge. Furthermore, they were 
to hold enlisted specialists as long as possible.® 


(1) Memorandum, Chief, Enlisted Branch, Military Personnel Division, Office of The Surgeon 
General, for Director, Military Personnel Division, Office of The Surgeon General, 14 Nov. 1945, sub- 
ject: Survey of Medical Department Enlisted Situation, Eighth Service Command, with Comment 
No. 2, Military Personnel Division, Office of The Surgeon General, to Legislative and Liaison Division, 
War Department General Staff, 23 Nov. 1945. (2) Letter, The Surgeon General, to Surgeon, each 
service command, 28 Noy, 1945. 

Memorandum, Deputy Surgeon General, for Commanding General, Army Service Forces (atten- 
tion: Deputy Chief of Staff for Service Commands), 6 Dec. 1945, subject : Medical Department Enlisted 
Personnel. 

14 Memorandum, Director, Military Personnel Division, Office of The Surgeon General, for Director, 
Military Personnel Division, Army Service Forces, 18 Dee. 1945, subject: Scarce Categories and 
Critically Needed Specialists. 

*% Memorandum, Deputy Surgeon General, for G—1, 8 Feb. 1946, subject : Searce Category Enlisted 
Personnel, Medical Department. 

% Letter, Deputy Surgeon General, to Col. John A. Isherwood, Surgeon, First Service Command, 
8 Feb. 1946. 
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Reduction of Criteria for Demobilization of Officers 


Following V—J Day, the criteria for demobilizing Medical Department 
officers also were reduced. The first reduction occurred on 10 September 
1945. The new criteria did not entitle certain Medical Corps specialists 
having an A, B, or C proficiency rating to release; moreover, The Surgeon 
General could hold individual specialists who were essential to the proper 
care of patients. For others, the minimum point score was considerably re- 
duced. Age, which had not previously been an alternative for Medical and 
Dental Corps officers, was now added for them, while length of service be- 
came a second alternative for all except female officers (nurses, dietitians, and 
physical therapists). The criteria for age and length of service were so 
high, however, that few officers could qualify for separation under them. 
Consequently, the speed with which doctors were being demobilized met with 
considerable criticism. 


Congressional reaction 


On 6 November 1945, Senator Clyde M. Reed of Kansas submitted a 
resolution to the Senate in which he pointed out that the Army had more 
doctors on its rolls on 1 September 1945, 2 weeks after fighting had ceased, 
than on the previous 1 January, when a two-front war was waging. The 
Senator also charged that “from many sources, testimony of undoubted re- 
liability has come to members of the Senate indicating an incredible degree 
of incompetency, inefficiency, and general neglect on the part of the Office of 
The Surgeon General of the Army, in dealing with the return of the doctors 
and surgeons from the Army service where they are not needed, to communities 
where the civilian need for proper medical attention is very great.” Ac- 
tually, the number of doctors in the Army was about the same on 1 September 
as it had been 8 months earlier and by the time the Senator spoke, it had 
fallen by 8,000. Furthermore, over 11,000 had been discharged between 1 
May and 1 November. The Surgeon General might have pointed out that 


in addition to the medical skills still needed to provide definitive treatment 


in Army hospitals even though fighting had ceased, some 2,000 doctors had 
to be stationed in separation centers to perform the final physical examina- 
tions so that other troops could be promptly released. Senator Reed’s resolu- 
tion requested the Secretary of War to appoint a board to investigate the 
situation, fix responsibility, and “take immediate steps to remedy the injury 
done to the doctors, surgeons, and dentists as individuals and to the com- 
munities affected.” *” 

The Surgeon General had let it be known that he would welcome such 
an investigation, as an opportunity to present his own case to the American 
people. At the same time, he promised to do everything in his power to speed 


17§, Res. 184, 79th Cong., 6 Nov. 1945 (legislative date, 20 October). 
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the overall demobilization. The firm position of The Surgeon General, with 
its implied promise to expose the organized groups then seeking to influence 
the Congress, strengthened the hand of the Secretary of War, who was able 
to persuade the senatorial sponsors of the resolution to drop it. In return, the 
Secretary promised to give his personal attention to the problem of dis- 
charging at the earliest possible date all doctors and dentists not actually 
needed by the Army. In a memorandum of 21 November 1945 to the Chief 
of Staff, he set forth certain steps to achieve that end; they included deter- 
mination by the General Staff of the number of doctors and dentists each 
theater required, the appointment of a mission to the European and Mediter- 
ranean theaters to report on ways of speeding the process of returning their 
surpluses to the United States, priority of transportation for these surpluses, 
and investigation of the three major commands in the United States to see 
that their staffs were cut as fast as their workload permitted and that the 
criteria for discharge were kept adjusted so as to release the surplus without 
delay. Col. Durward G. Hall, Chief of The Surgeon General’s Personnel 
Service, himself headed the mission to the European and Mediterranean the- 
aters, and took with him Lt. Col. Bolling R. Powell, Jr., Congressional 
Legislative Liaison Officer, on the War Department Special Staff. The mis- 
sion traveled on orders from the Secretary of War, with authority to expedite 
the return of critical category medical personnel.** Although much pressure 
continued to be brought for the release of individual doctors, no further 
public attacks were made by Senator Reed or his associates. 

While the threat of a congressional investigation did not change basic 
medical demobilization plans, it probably hastened the execution of them. 
Only a week before the Secretary of War took action, The Surgeon General 
had informed G-1 that the release of 13,000 doctors by Christmas in fulfill- 
ment of a promise made 6 weeks earlier “should relieve undue pressure from 
Congress and other sources.” 7° But by the end of December, 22,000 had been 
released in an orderly manner. Nevertheless, it was not until then that the 
criteria were substantially reduced. After that, reductions occurred on 1 Feb- 
ruary, 1 July, and 1 September 1946. Although the demobilization of critical 
category personnel, including shipment from oversea theaters, was an out- 
standing achievement, it was undoubtedly too rapid from the standpoint of 
good medical care.?° 


Differences in criteria for medical and nonmedical officers 


The principal criteria for the discharge of Medical Department officers 
differed from those for other Army officers, which after V—J Day were for 


18 Statement of Durward G. Hall, M.D., to the editor, 27 May 1961. 

The promise of 13,000, or slightly more, separations was made on 31 August. The Deputy 
Surgeon General later (17 October) promised 14,000 separations and hoped that that figure could be 
exceeded. (House of Representatives, Hearings before the Committee on Military Affairs, ‘“‘The De- 
mobilization of the Army of the U.S.,” 28 and 31 Aug. 1945; Senate, Hearings before the Committee 
on Military Affairs, ‘‘The Demobilization of the Armed Services,’ 17 and 18 Oct. 1945.) 

2) See footnote 18. 
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the most part uniform. As already indicated, the medical authorities were 
permitted to set their own criteria after as well as before the surrender of 
Japan, and the function continued to be exercised by The Surgeon General 
on the advice of a board representing his own Office, the Ground Forces, and 
the Air Forces. 

From early September 1945, at the beginning of the demobilization period, 
until 31 August 1946, when the point score was abolished as a criterion for 
release, the minimum score set for doctors, dentists, and veterinarians was 
always (except for the first 3 weeks in October) lower than that for non- 
Medical Department officers. The difference varied from 3 to 10 points. 
When in favor of Medical Department officers, it tended to equalize their situa- 
tion with that of other officers, since a smaller proportion of the former than 
of the latter had had the opportunity to serve overseas, and oversea service 
plus battle decorations counted in the score. Until it was abolished, the 
minimum point score for the separation of male Medical Department offi- 
cers was never allowed to fall below 60, a figure reached on 1 February 1946. 
The Surgeon General’s separation board believed that to have reduced it 
further would have weighted the criterion too much in favor of officers 
possessing children, and would then have promoted the release of the older 
professional group.”* 

Length of service (apart from the point score) became an alternative 
criterion for the release of male Medical Department officers in early Septem- 
ber 1945 and for all other Army officers (except dietitians, to whom it was 
granted on 1 February 1946) at the beginning of December 1945. The cri- 
terion was revised downward from time to time, but until 1 September 1946, 
it was always considerably lower for Medical Department officers than for 
others. The attainment of a certain age, a third alternative for release under 
demobilization regulations, was applicable to officers of the Medical Depart- 
ment only. In the case of members of the Medical Corps, it was set at 48 
years in early September 1945 and reduced to 45, 2 months later, where it 
remained until abolished on 1 September 1946. 


OFFSETTING FACTORS 


Administration of Demobilization 


Before making each successive reduction in criteria, authorities in the 
Surgeon General’s Office had of course to compute how many officers would 
be eligible for separation if criteria were reduced by a certain amount. When- 
ever possible they would forewarn the service command surgeons, and the 
commanders of those relatively few installations which were directly under 
The Surgeon General’s jurisdiction, who would then report to the Surgeon 
General’s Office how many officers and what types of specialists they would 


21 Memorandum, unsigned, for Deputy Surgeon General, 5 Jan. 1945 [46], subject: Separation of 
Medical Corps Officers. 
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need after the proposed cut. Thus it was that, through close cooperation, 
the service command surgeons were enabled to make certain that no hospital, 
post, or body of troops was, through the separation of its Medical Depart- 
ment officers, left without adequate medical and allied attention. One saving 
clause that tended to keep this task from becoming even more troublesome 
and demanding was a provision that regardless of a Medical Department 
officer’s eligibility for separation, he could be retained until a replacement 
became available.2? Thus, military necessity took precedence over an indi- 
vidual’s eligibility for separation. 

Likewise, The Surgeon General had to exercise care that, regardless of 
the level at which the criteria were fixed, the oversea commands always had 
sufficient Medical Department strength to care for Army personnel remain- 
ing there. As the time involved in transporting officers was so great, this 
aspect of demobilization was probably more difficult than that of keeping 
service commands in the United States properly manned. During this pe- 
riod, there was also more necessity to juggle personnel than had been needed 
when whole units were being sent to theaters of operations. The fact that 
separation criteria were being repeatedly lowered during this period caused 
difficulty in getting the right men overseas. An officer or enlisted man might 
be slated for shipment when a lowered set of criteria would make him eligible 
for separation. As the Chief of Staff pointed out to Congress, the Army 
had to suffer the inevitable delay between the date of recruiting new person- 
nel and the time it could put them to work. 


New Officer Procurement 


During the period of demobilization, various factors helped partially to 
offset the losses produced by it or to prevent it from proceeding as rapidly 
as possible. One such factor was the continuous procurement of new officers. 


Dentists 


In the case of dentists, however, the number fell far short of the demand. 
Unlike the Medical Corps, the Dental Corps could no longer rely on graduates 
of the Army Specialized Training Program to take up the deficit, for the dental 
phase of the program had ended in April 1945. The medical phase ran until 
June 1946 and was the main source of procurement for the Medical Corps 
during demobilization. Most if not all of the doctors it produced were held 
for 2 years’ service in the Army; those who had spent little of their student 
career in the program complained that they were compelled to serve as long 
after graduation as those who had spent much time in it.2? The case was dif- 


* Memorandum, Executive Officer, Office of The Surgeon General, for Chiefs of Services, Directors 
of Divisions, and others, Office of The Surgeon General, 13 Sept. 1945, subject: Criteria for Separation 
of Medical Department Officer Personnel. 

3, War Department, Information and Education Division, Report No. 12—310, 2 Nov. 1946, subject: 
Attitudes of A.S.T.P. Medical Officers Toward Service in the Regular Army. 
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ferent with students who had received part of their education through the 
program but had not been permitted to continue in it long enough to grad- 
uate. They had been relieved of all obligation to serve after finishing their 
course, and no effort was yet made to compel these men in particular, or even 
the dentists among them, to come to the relief of the Medical Department. 
Instead, a more general measure of compulsion was introduced—a draft of 
dentists—the first time in American history that a professional group had 
been singled out for conscription. As already stated, such a measure had been 
agitated before, for doctors and nurses, but it had been avoided even in wartime. 

On 17 May 1946, The Surgeon General in a memorandum to the Assistant 
Chief of Staff, G-1, stated that only 15 dentists had joined the Army in the 
past 3 months, from which he concluded that volunteering alone would not 
yield sufficient recruits. Accordingly, he recommended that the Selective 
Service System be requested to deliver enough dentists to meet the procure- 
ment objective of 1,500, preferably, “both from the War Department’s point 
of view and probably from that of the community at large * * * dentists in 
the youngest age groups who have not yet been firmly established in civilian 
practice.” ** His advice was accepted and Selective Service issued its call. 
However, only a very few dentists, probably not more than four, were actually 
drafted, others who were called preferring to accept commissions instead.” 
Nevertheless, the drafting of dentists had established a precedent for applying 
conscription to professional groups, a precedent that was followed 4 years 
later in the case not only of dentists, but of doctors as well. 


Physicians 


Before this latter event took place, another piece of evidence indicated 
that it might become necessary to draft physicians. In November 1946, the 
War Department conducted a poll of Medical Corps officers—former members 
of the Army Specialized Training Program—to discover the attitude of grad- 
uates of the program toward volunteering for the Regular Army Medical 
Corps. All but 1 of the 385 who answered the questionnaire stated that they 


were not planning to apply for commissions in the Regular Army. Among 


the main reasons given were dissatisfaction with assignments, inadequate op- 
portunities for training, insufficient financial compensation, and dissatisfaction 
with living conditions. Also, 267 of the 385 said they would like to get out 
of the Army at once, if possible.”° 


Effects of procurement 


Procurement for most of the Medical Department officer components did 
little or nothing to offset losses through demobilization and other factors be- 


24 Memorandum, Surgeon General Kirk, for G—1, subject: Procurement Objective for Dental Corps 
Officers. 

2 Medical Department, United States Army. Dental Service in World War II. Washington: 
U.S. Government Printing Office, 1955. 

25 See footnote 238, p. 496. 
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TaBLeE 67.— Medical Department officers separated, V-E Day-—31 December 1946 (cumulative) 


Medical Dental | Veterinary} Sanitary Medical Army Hospital Physical 
End of month Corps Corps Corps ! Corps! |Administra-| Nurse dietitians | therapists 
tive Corps Corps 
1946 
AY Es ea ae 230 50 10 10 220 300 10 5 
SUG ote ee 570 115 30 30 330 600 20 10 
Ulysse ae 1, 140 450 60 60 490 900 30 20 
Augustse 522,170 610 80 100 720 1, 200 40 30 
September____| 4,220] 1,025 130 195 | 1,250] 4,200 80 70 
October_..--- AM eT) 2, 530 330 565 3,420 | 15, 900 310 225 
November____| 17, 630 3, 960 520 905 5, 790 | 24, 000 530 370 
December. ___} 22, 590 5, 185 730 1, 265 8, 500 | 29, 300 680 500 
1946 

JAaNUATY. 52s 27, 100 Ug oto 900 1,400 | 11, 140 | 33, 600 790 685 
February -___-_- 30, 750 8, 950 LOS 12 530:.| -13; 230.|..36,-600 810 765 
March______- 32,900 | 9,750] 1,225] 1,700 | 15,370 | 39,700 | 1,020 835 
Rare 34, 750 | 10,290 | 1,425] 1,900] 17,200 | 41,925 | 1,075 875 
Miayire 242% 37,000 | 10,825 | 1,475 | 2,025 | 17,290 | 43,750 | 1,120 930 
JRMESLESS eee 39, 000 | 11, 500 1, 500 2,100 | 17,500 | 45, 600 1, 180 1, 030 
dO waiait ox 40, 950 | 12, 100 1, 550 2,200 | 17, 800 | 46, 850 1, 205 1, 080 
August_______| 42,000 | 12,540 | 1,600] 2,260 | 18,100 | 47,725] 1,225 1, 110 
September____| 42,775 | 13,175 | 1,650] 2,320 | 18, 400 | 48,350 | 1, 255 1, 130 
October__-__- 43,900 | 13, 450 1, 700 2, 380 | 18,600 | 48, 900 1, 280 1, 150 
November.___| 44,500 | 13,850] 1,750] 2,440 | 18,800 | 49,850 | 1,305 1, 170 
December.___| 45,050 | 14,200 | 1,770] 2,460 | 18,900 | 50,325 | 1,325 1, 190 


iFigures for Veterinary and Sanitary Corps are estimated. 


Source: Chart, ‘“‘Medical Department Officer Separations since V-E Day-30 June 1947 (cumulative),’’ Resources 
Analysis Division, Office of The Surgeon General. 


tween August or September 1945 and March 1946, the period when the greatest 
losses occurred. This is indicated by a comparison of the strength figures 
(table 1) with the figures for separations, by month, in table 67.27 The Medi- 
cal Administrative Corps, however, obtained enough new recruits to make up 
for most of its losses through November 1945, after which it too lost members 
more rapidly than it gained them. No figures are available for procurement 
or losses of Medical Department enlisted personnel after June 1945. 

Reference to table 1 will show that the ratio of Medical Department offi- 
cer strength to Army strength increased markedly during the period of heav- 
lest demobilization. Since procurement was at a very low ebb, this means 
that Medical Department officers were being discharged more slowly than 
members of the Army in general. A similar lag occurred in the case of mem- 


*7In comparing these two tables, it will be noticed that in a number of instances the decline in 
strength shown is greater than the number of separations. As it is unlikely that losses from causes 
other than separations amounted to any appreciable number, especially after hostilities had ceased, 
some of the figures must be inaccurate. In fact, those in the table on separations and some of those 
in the strength table are obviously mere approximations. 
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TABLE 68.—Civilians and prisoners of war employed in medical activities within Army Service 
Forces in the United States, 30 March 1945-80 April 1946 


Month Civilians ! Prisoners of war ? Total 

1945 
meee reer rye ety. Sarees YG er ets cage 72, 690 16, '3387 87, 927 
embed be ee ORES ee 73, 096 17, 098 90, 194 
0 SS Ra = EROS ae Co LT Ee a a (Sele: 20; 322 93, 635 
NR a ah EE eh a ag Stn ha Sve TSS 3(75, 258) 3(20, 528) 3(95, 785) 
Des 2 eet Sede aplal eet cles Sie 9 Eee a ail anal il 77, 202 20;°733 97, 935 
ji FTL SACS RUS 1908 pO RES ER SES YS ee (oeeoa 20, 485 95, 838 
2G ETT) I 21th Seal A lel ella aed ee pe 72, 714 18, 518 91, 232 
miter ene Si LY Se A beds 72, 492 16:/731 89, 223 
eebOb wet oes) Farag 2s esr ts 67, 407 14, 767 82, 174 
CREST) 3 a Sa ees See oy <a eee ee 61, 021 11, 992 73, 013 

1946 
IMA ee ae ere 2S ee 3k 60, 337 10, 678 71, 015 
CSCIC RS ea aS 5 a od ee Se ee ee 59, 990 9, 491 69, 481 
ee RRO Remora eile ee ed sy ives eel et Ae yarceds Pah oe 54, 512 6, 054 60, 566 
ee en adeoen oases 51, 354 5, 063 56, 417 


1 Figures obtained by adding figures for civilians in the following tables of Army Service Forces 
Monthly Progress Reports: (1) “Service Command Operating Personnel and Prisoners of War” (sub- 
head “Hospital and Medical Activities’) ; (2) “Technical Service ZI Operating Personnel and Pris- 
oners of War, by activity” (subheads “Station Medical at Staging Areas” and “Debarkation Hospital 
and Station Medical at Ports’); (3) ‘ASF Personnel Authorizations and Strengths” (subhead “Sur- 
geon General’’). 

2 Figures obtained by adding figures for prisoners of war in the following tables of Army Service 
Forces Monthly Progress Reports: (1) ‘‘Technical Service ZI Operating Personnel and Prisoners of 
War” (subhead “Hospital and Station Medical Activities’) ; (2) “Service Command Operating Person- 
nel and Prisoners of War by Activity” (subhead ‘“‘Hospital and Medical Activities’’). 

’ Figures in parentheses indicate the interpolation of a figure halfway between those immediately 
following and preceding it for one that was obviously incorrect. 


Source: Monthly Progress Reports, Army Service Forces, War Department, for the dates indicated. 


bers of the individual Medical Department officer components. On the other 
hand, Medical Department enlisted men, and also officers and enlisted men 


‘taken together, were apparently being released more rapidly than members 


of the Army as a whole, for their ratio to Army strength, which had been 
declining since November 1944, continued to decline throughout the period of 
heaviest demobilization. 

During the same period, a decline also occurred in the number of civilians 
and prisoners of war employed in Medical Department activities within Army 
Service Forces in the United States, as is shown in table 68. 


Voluntary Continuance 


Another offsetting factor was the choice of various officers and enlisted 
men to remain in the Army. Since the beginning of demobilization, men 
of both categories had been permitted to extend their terms of service under 
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certain conditions if they so chose. In December 1945, the War Depart- 
ment required a statement from each non-Regular Army officer as to whether 
he wished to be released at once, to be kept on active duty indefinitely, or to 
remain for a specified time. In the last mentioned case, the stated discharge 
date was to be 31 December 1946, 30 June 1947, or some other date agreed 
upon between the individual and his commanding officer that involved a con- 
tinuance of at least 60 days but would not be later than 30 November 1946. 

For medical and dental officers, as we shall see in the following section, 
one of the inducements to remain in the Army for an additional period was 
a program of refresher training for those about to return to civilian practice. 


PROFESSIONAL RETRAINING 


In addition to the technical and military training that was a continuing 
function of the Medical Department throughout the war, there were two 
phases of professional training that were carried out primarily by the Per- 
sonnel Division of the Surgeon General’s Office rather than by the Training 
Division. One of these was the retraining of Army of the United States 
officers returning to civilian life. The other was the preparation of Regular 
Army officers, most of whom had been serving in administrative rather than 
professional capacities, to resume the complete responsibility for the medical 
care of the Army as a whole that was their peacetime mission. These Regular 
Army medical officers would also be called upon to care for the thousands 
of casualties of the war who would remain in Army hospitals long after the 
specialists who first treated them had returned to civilian practice. 


Army of the United States 


Even before the attack on Pearl Harbor, The Surgeon General had been 
faced with the problem of uneven distribution of professional opportunities 
for Medical Corps officers on active duty for a year or two and its resultant 
effect on morale. After the declaration of war, he became increasingly con- 
cerned about the failure of his efforts to produce an effective rotation system 
which would permit an exchange of medical officers between hospital and 
tactical assignments. This was due in large measure to the decentralization 
of control of military personnel which, while no doubt responsible for the 
acceleration of the war efforts, posed peculiar problems for the Medical 
Service. 

Tradition and history agree that great scientific advancement occurs dur- 
ing a war between major powers. General Kirk was not alone in believing 
that the pressures of World War IT had advanced medical science out of all 
proportion to the duration of the conflict. All of this professional advance- 
ment did not take place in the large hospitals. Much of it was in the field 
of preventive medicine, such as the development of Atabrine (quinacrine 
hydrochloride) and DDT; and some was by way of improvisations on the 
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field of battle in the treatment of shock or the management of various types 
of wounds. There were improvements in medical supplies and equipment, 
and decided advances in the fashioning of artificial eyes and limbs. It was 
nevertheless the work going on in the large hospitals, and particularly in 
the specialty centers, that enticed young officers who had been primarily 
on field duty in the forward areas. 

The Surgeon General fully sympathized with the desire of these young 
doctors to take back with them to civilian practice the best of wartime gains 
in medicine and surgery and was prepared to give them every encouragement, 
both to strengthen civilian medicine the country over and to insure for the 
next emergency a nucleus of men widely experienced in the special require- 
ments of military medicine. With these purposes in mind, various means 
were explored well before the war was over whereby the professional ad- 
vances stemming from the conflict might be made available to the largest 
possible number of Army of the United States officers.”§ 

The American Medical Association was also interested in various phases 
of planning for the return to civil life of the doctors in the military service. 
Among its recommendations was further education to supplement the train- 
ing available in the military service and to facilitate reorientation to civilian 
practice. 

On 7 July 1944, The Surgeon General constituted a committee to formu- 
late plans for postwar refresher courses for medical officers scheduled to be 
separated from the military service. It was understood that at first most 
of these would be leaving for physical reasons; later, the general demobiliza- 
tion would take place. At the committee’s first meeting, Lt. Col. (later Col.) 
Durward G. Hall, MC, Chief of Personnel, was appointed chairman. Under 
his leadership, the committee undertook to survey the various possibilities re- 
lating to types of courses, where they should be conducted, and the means 
of financing them. It was later determined that this committee should 
handle both the inservice refresher courses and the postwar courses. 

During the summer of 1944, the Chief of the Personnel Service and a repre- 
sentative of the Training Division worked closely together. By 20 Septem- 


‘ber, they were agreed on who should be eligible for the proposed training, 


in terms of rank, previous assignments in the Army, and type of work they 
had done in civil life. Consideration was given both to on-the-job train- 
ing and to didactic courses, as well as to the feasibility of sending officers 
still in the service to civilian institutions. Among the numerous problems 
that arose, one of the most threatening was a requirement that officers could 
be detailed to the Military District of Washington for duty in excess of 30 
days only with the concurrence of the Assistant Deputy Chief of Staff.2° Be- 


23 One direction of Medical Department thinking along these lines is exemplified by a 4-week re- 
fresher course offered to Medical Corps officers of the Army Ground Forces at various general hospitals 
early in 1944. Designed primarily for junior officers who were scheduled for combat duty after a 
year or more in training units, the course reviewed the principles of medicine and surgery as they 
related to battle casualties, including treatment of burns, tropical diseases, and psychiatric cases. 

22 War Department Memorandum W-—500-—44, 13 Mar. 1944. 
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cause of this requirement, it was necessary to get special approval to send 
five officers at a time to Walter Reed Hospital for professional medical 
training. 

On 30 November 1944, in accordance with the recommendations of The 
Surgeon General, hospitals were designated within each service command at 
which 12 weeks of on-the-job training would be given. A quota, divided 
between medical and surgical services, was established for each hospital. ‘The 
limit was set at six officers for either medical or surgical refresher training 
at any one hospital at the same time, and it was stipulated that no addi- 
tional personnel or facilities would be granted for the purpose. Officers 
returning from overseas were first to participate in this instruction. Appli- 
cations were processed by the Personnel Service, and selection was made with 
the advice of one of the professional consultants. Only those officers whose 
assignments had removed them from responsibility for the professional care 
of patients for 12 months or longer were considered eligible. After the Ger- 
man surrender, similar refresher courses were set up in the European theater 
for men awaiting redeployment or return to the United States. Instruction 
was given in medical and surgical specialties for those who had had little 
opportunity for hospital practice, while qualified specialists were given an 
opportunity for furthering their education in their own specific fields. 

In March 1945, the Dental Division of the Surgeon General’s Office took 
steps to provide courses for the professional retraining of dental officers whose 
military assignments had removed them for 12 months or more from the direct 
practice of dentistry. The program was approved by the Commanding Gen- 
eral, Army Service Forces, in April. Courses were approved the following 
month for the retraining of laboratory officers of both Medical and Sanitary 
Corps under conditions comparable to those laid down for doctors and dentists. 


Regular Army 


The Medical Corps of the Regular Army went underground professionally 
during the war. Its shining hour in that respect was to come later, on 1 Jan- 
uary 1947, when the Army Medical Residency Program which has brought so 
much favorable attention to the Army Medical Service was officially launched. 
In between is a story of unusual courage and loyalty in response to an almost 
cruel demand. 

Soon after the outbreak of World War II, The Surgeon General had 
available the cream of the medical profession with which to staff the hospitals 
of the Army. Outstanding doctors from civilian life were appointed in the 
Medical Corps by the thousands. This rapid growth brought with it a tre- 
mendous demand for Medical Corps officers to fill administrative, command, 
staff, and training assignments. The almost inevitable decision was made that 
the Regular Army officers were the best fitted for these positions. 

It had been planned that, after a year or two, when Army of the United 
States officers had had the opportunity to demonstrate their command and 
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administrative abilities, at least some of the Regular Army officers would be 
returned to professional assignments in the large hospitals in the Zone of In- 
terior where they could share in the unusual professional opportunities then 
available, and receive instruction and guidance from some of the outstanding 
doctors who would then be on duty in these installations. The wisdom of the 
decision is still debatable. The premise that the Regular Army medical officer 
would fill the administrative and command positions with credit was amply 
sustained. On the other hand, there was no question but that a few Regular 
Army medical officers could have made a much greater contribution to the war 
effort had they remained on purely professional duty. While leadership can 
be developed, it must be based on an inherent characteristic. The record does 
not show that this was an exclusive possession of the Regular Army officer. 
Many Army of the United States medical officers made outstanding contribu- 
tions to the war effort in medical staff and command positions. As the theaters 
became virtually autonomous and the war spread around the globe, it never 
became possible to reassign any substantial number of Regular Army medical 
officers to professional work. All those who were physically qualified were 
used in administrative, tactical, or command assignments throughout the war. 

When the decision was made to place all Regular Army medical officers in 
staff or command assignments, they were given a corresponding primary MOS 
(military occupational specialty) classification. Even though they were well 
established professionally, the professional consultants in the Office of The 
Surgeon General were reluctant to award them a secondary MOS indicating 
any appreciable degree of proficiency on the theory that, as most of them 
lacked formal specialty training and there was no opportunity to observe them 
professionally, they could not be properly evaluated. Only if an officer had 
been certified by one of the professional specialty boards was he given a “B” 
prefix to his secondary MOS. Thus, for most of the Regular Army medical 
officers, there was no official record of professional ability in the Classification 
Branch. The Surgeon General was able, nevertheless, to convince the various 
civilian medical organizations concerned that the professional potential of the 
Regular Army was great enough to justify a graduate program comparable to 


- those offered in the approved civilian teaching hospitals. 


It was important that plans be formulated in time to utilize the profes- 
sional skill then available to the best advantage. Early in the year 1945, the 
Personnel Service prepared a study for the consideration of The Surgeon Gen- 
eral. It was for planning purposes only, designed to show what could be done 
professionally with the then current Regular Army Medical Corps by way of 
staffing nine permanent hospitals with a view to training Medical Corps offi- 
cers for board certification. The study showed both those certified and those 
who, though not certified, were sufficiently experienced to qualify in a specialty. 
It also showed the total number of board members needed to staff the hos- 
pitals where approval for residency training was desired, and the board- 
certified officers who might serve within their appropriate specialties. In- 
cluded in this group were names of men who obviously would remain in admin- 
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istrative work. The consultants in the office aided in the preparation of the 
list. It was through the results of this study that The Surgeon General was 
able to make a rather convincing presentation to the Council of Medical Edu- 
cation and Hospitals of the American Medical Association in seeking approval 
of Army hospitals for formal training.*° 

Long before V-E Day, it was apparent that considerable preparation 
would be needed before the Regular Army medical officer would be able to 
take over completely the professional care of the Army. Necessary deviations 
from Department of the Army and Army Service Forces policies were author- 
ized, and on 7 July 1945, a Professional Training Committee was appointed 
by The Surgeon General. Two months later, by Office Order No. 223, The 
Surgeon General assigned to the various divisions of his Office specific respon- 
sibilities for the problem. 

In August 1945, a letter was addressed to all Regular Army officers by 
the Deputy Surgeon General stating that the Chief of Staff had approved a 
plan for courses of instruction in professional training for Regular Army 
Medical Corps officers, that the plan called for the assignment of these officers 
to installations where professional training leading eventually to board cer- 
tification would be carried out and also for training in outstanding civilian 
installations.*t The plan contemplated that those qualified as potential chiefs 
and assistant chiefs of service would initially be assigned to such positions 
as understudies, and that officers with less training and experience would 
receive selected professional assignments based upon their qualifications with 
the opportunity under competitive selection to receive the training that would 
eventually lead to board certification. Each Regular Army officer was re- 
quested to submit a statement to the Chief of Personnel, Office of The Surgeon 
General, giving his preference as to either professional or administrative as- 
signment and including specific training. 

During the latter part of 1945, those who had indicated a desire for spe- 
cialized professional training were placed in the program as they returned 
from overseas. Among the large number still out of the country, however, 
were many who would have to seek certification by one of the specialty boards 
at an early date if the formal training program was to start within the next 
few years. The Surgeon General, early in January 1946, persuaded the 
Assistant Chief of Staff, G-1, to have radiograms sent to the various theaters, 
Defense Commands, and Departments asking for the return of certain named 
officers at the earliest possible date. General Kirk supplemented this radio- 
gram in some instances with direct communication either to the commanding 
general or to the surgeon concerned. Most of the men requested were returned 
within the next few months to begin their arduous course of preparation. It 
was not easy for men in their late 40’s and even early 50’s, who were long out 


30 Army Regulations No. 350-1010, 11 Feb. 1946. 
31The date was rubber stamped, and varied somewhat. The actual distribution of the letter was 
questionable. Certainly, many officers overseas never received it. 
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of school, to undertake the strenuous study that would be needed to pass search- 
ing oral and written examinations before civilian boards. 

It should be remembered that the Regular Army officers had not the same 
economic reasons for seeking certification as civilian specialists. A good many 
were already in the grade of colonel, so rank was not a factor. They had 
been separated from their families, some over 3 years, and were weary from 
their war experience. What they quite honestly needed was some rest and 
quiet, rather than intensive study with always the fear of failure haunting 
them. They were some of the unsung heroes of the war, and to their credit, 
most of them willingly accepted the challenge and came through with flying 
colors. 

In their efforts, they had a tremendous assist from outstanding members 
of the medical profession—men who not only verbally supported the idea, 
but stayed on active duty in its interest well beyond the time that they were 
eligible for discharge and frequently at considerable inconvenience to their 
families and financial loss to themselves. Several of these later became the 
nucleus of the consultant group, who from the very beginning lent their knowl- 
edge and prestige to the teaching program. Aid and encouragement also 
came from those Regular Army medical officers who carried the full burden 
of administrative responsibility while their fellow officers were in training. 
Needless to say, the graduate professional training program could not have 
been established nor carried on without the continuing aid and cooperation 
of civilian medicine. The Council on Medical Education and hospitals of 
the American Medical Association, the American College of Surgeons, the 
Advisory Boards of the American Specialty Boards and the various specialty 
boards, all rendered invaluable service. 


POSTWAR PLANNING 


Two important aspects of postwar planning, both growing directly out 
of the needs and the experience of the conflict, properly belong in this volume. 


_ These are the program for integrating Reserve officers into the Regular Army, 


officially called the Regular Army Integration Program, and the establishment 
of the Career Management Plan for Regular Army officers. 


The Integration Program 


Realizing that postwar conditions would necessitate an Army considerably 
larger than that of prewar days, the War Department recommended and Con- 
gress authorized late in 1945 an increase in the commissioned strength of the 
Regular Army to 25,000.°* The act provided that appointments in the various 


32 (1) 59 Stat. 663. (2) Memorandum, Maj. James H. Mackin, MSC, Office of The Surgeon Gen- 
eral, for Chief, Personnel Division, Office of The Surgeon General, 24 June 1948, subject: Commis- 
sioning of Male Officers in the Various Corps of the Medical Department During the Integration 
Period, 1946-47. 
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corps of the Regular Army were to be made in the grades of second lieu- 
tenant, first lieutenant, captain, and major, subject to certain conditions and 
limitations. One condition was that these appointments were to be made not 
later than 8 months following the date of the enactment of the act. This limita- 
tion of time was placed in order to attract as many oflicers as possible who had 
served in World War II before they had returned home and become reestab- 
lished in civil life. Their combined experience was invaluable to the military 
service, gained as it was in fighting all over the world, in every kind of climate 
from the tropics to the arctic, and under most difficult field conditions. 

The War Department moved immediately to implement the new law by 
establishing eligibility for appointment and setting up rules for determining 
service credit and grades to which individual appointments would be made. 
No officer was to be appointed in the Regular Army in a grade higher than that 
which he held during wartime.** Less than 8 months later, on 8 August 1946, 
Congress authorized the procurement of additional male officers to increase the 
commissioned strength of the Regular Army to 50,000.%4 It is of interest to 
note that separate means for determining qualifications for appointment were 
not established for any corps of the Medical Department, thus doing away 
with the longstanding requirement that applicants must pass a written or oral 
professional examination. 

The Surgeon General was charged with final responsibility for selecting 
applicants for the various corps of the Medical Service. To carry out this 
responsibility, the Central Medical Department Examining Board was desig- 
nated to make suitable recommendations regarding each applicant.*® There 
was also a screening board and review committee in the Surgeon General’s Of- 
fice, and an Integration Section was established in the Procurement Separation 
and Reserve Branch of the Personnel Division which was responsible for the 
necessary recordkeeping, processing of cases, and preparation of finalized 
appointment lists. The Army Service Forces Review Board reviewed the 
cases of all applicants whose appointments were not recommended by The 
Surgeon General. This board was appointed by the Secretary of War to 
assure that the integration program was conducted on a fair and impartial 
basis. This function was later taken over by the Secretary of War’s Personnel 
Board. 

Throughout the integration period, the vast majority of those of the Medi- 
cal Corps whose age required their appointment in the grade of major were 
selected because of outstanding professional qualifications and in most cases 
were required to be diplomates of one of the American specialty boards. This 
policy undoubtedly resulted in passing over many applicants in the older age 
groups who, though they had rendered highly satisfactory wartime service. 
were not established professional specialists. 


33 War Department Circular No. 392, 29 Dee. 1945. 
3460 Stat. 925. Implemented by War Department Circular No. 289, 24 Sept. 1946. 
35 War Department Special Orders No. 255, 25 Oct. 1945. 
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Medical and Dental Corps 


The last appointments into the Medical Corps of the Regular Army prior 
to the integration program were made in 1944. The strength of the corps on 
1 January 1946 was 1,214. Integration gains amounted to 374, while losses 
during the period amounted to 367. Thus, the integration period produced a 
net gain of only seven officers for the Medical Corps. Although 3,000 of the 
50,000 officer spaces under the two integration statutes had been allotted to the 
Medical Corps, only 1,221 had been assigned as of 31 December 1947, leaving 
1,779 vacancies. 

The last appointments into the Dental Corps, Regular Army, prior to the 
integration program, were made in January 1944. The strength of the corps 
on 1 January 1946 was 261. Integration gains amounted to 234, while losses 
during the period amounted to 60. Thus, the integration period produced a 
net gain of 174, but left the corps still short by 308 officers of its authorized 
strength of 743. 

The results of the integration program as it related to the Medical and 
Dental Corps in no way compared with the results for the Regular Army 
as a whole. Of the more than 45,000 eligible medical officers who had served 
in World War II, only slightly over 500, hardly more than 1 percent, had 
seen fit to apply for a Regular Army commission. The program did, how- 
ever, provide new vigor for this corps as a good many of the losses were 
retirements for age or physical disability while the new appointees were 
either professional specialists trained in some of the best medical centers of 
the United States, or young officers with a high military potential. It served 
to keep the corps afloat while new legislation to make it more attractive to 
the medical profession was being planned, and professional training pro- 
grams established. While the Dental Corps filled a larger percentage of its 
new authorizations, much of the above discussion is also applicable. In- 
deed, the situation was not peculiar to the Army. The Navy and the Public 
Health Service were encountering the same retention and procurement prob- 


Jems. This created an awareness, not only in the top levels of the military 


service but also among members of Congress, that in order for the military 
services to maintain Medical and Dental Corps of suitable size and quality, 
some special provision would have to be made for their members to com- 
pensate for the extra time and money invested in their education and training, 
and permit them to have a standard of living at least closer to that of their 
civilian counterparts. 

On the recommendation of the Secretary of War, the necessary legislation 
was enacted on 5 August 1947.°° It increased the pay of doctors of medicine 
and dentistry in the military services by $100 per month and authorized the 
procurement of officers in all grades up to and including the grade of colonel. 


3661 Stat. 776; War Department Bulletin 21, 1947. 
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This was the first major legislative breakthrough in the specific interest of 
these corps. 


Veterinary Corps 


The Veterinary Corps was in a more favored position than the Medical 
or Dental Corps in that it experienced an excess of qualified applicants over 
the number of vacancies available. The strength of the corps as of 1 January 
1946 was 113. Integration gains amounted to 118, while losses during the 
period amounted to 31, producing a net gain of 87. The strength of the 
corps had been established at 186. In order to permit the integration into 
the Regular Army of as many qualified veterans of World War II as pos- 
sible, authority was granted to carry a temporary overstrength of 14 offi- 
cers, giving a strength of 200 as of 31 December 1947. 


Medical Service Corps and its components 


While provision was made in the law for appointment in the Medical 
Administrative Corps up to the grade of captain, Circular 392 authorized 
the appointment of Medical Administrative and Sanitary Corps officers of 
the Army of the United States in the Pharmacy Corps, under the provisions 
stated for that corps. This authority was the result of strong recommenda- 
tions by The Surgeon General that these officers be given the advantage of 
the higher ranks available in the Pharmacy Corps. As this was an interim 
measure pending the securing of legislation authorizing the Medical Service 
Corps, the special educational requirements for the Pharmacy Corps had to 
be waived and additional ones added. 

This corps was in the most favored position of all. It was considered 
an extremely good “buy” in relation to the line. Consequently, it attracted 
the interest of many officers who had served in various corps, other than those 
in the Medical Department, during the war. Over 2,500 individuals applied 
for commissions in the Pharmacy Corps, approximately 214 times the ulti- 
mate number of vacancies. 

The strength of the corps on 1 January 1946 was 66. Integration gains 
amounted to 727, while losses during the period amounted to 30, thus pro- 
ducing a net gain of 697. The authorized strength of the corps as of 1 January 
1946 was 72. This was increased to 1,022 when the allocation of the 50,000 
officers was made. As of 31 December 1947, there were 763 assigned and 
259 vacancies. In the meantime, on 4 August 1947, Congress passed the 
Army-Navy Medical Service Corps Act of 1947 which established the Medi- 
cal Service Corps and abolished the Medical Administrative Corps, Sanitary 
Corps, and Pharmacy Corps.*’ 

One might wonder why all the vacancies were not filled in view of the 
large number of qualified applicants. This is accounted for by the fact that 


3°61 Stat. 734. 
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the vast number of applicants for commissions in the Medical Service Corps 
were qualified only for appointment in the Pharmacy, Supply, and Adminis- 
tration Section of the corps, which had been tentatively allocated only 60 
percent of the position vacancies, the remaining 40 percent being distributed 
between the Allied Science Section, Sanitary Engineering Section, and Op- 
tometry Section. The vacancies existing at the conclusion of the program 
were in these three sections. It was not considered desirable to fill these 
vacancies with individuals who were not qualified for one of these three sec- 
tions, since should qualified individuals become available later for appoint- 
ment there would be no position vacancies in which they could be placed. 
Several attractive programs were then under consideration with a view to 
procuring officers for these sections. Some involved additional education at 
Government expense. Most were eventually put into effect. 


Career Management Program 


All the advances during World War II were not made in the professional 
or scientific fields. As the war in Europe progressed satisfactorily, and action 
was being taken toward speeding up the contemplated invasion of Japan, 
the one alarming shortage that appeared on the horizon was not of arms, 
food, or strategic material, but of manpower. This shortage was not limited 
to the military services but was being keenly felt in many of the industries 
and factories of the country. While some personnel management courses 
were available in several of the colleges and universities prior to the war, 
it was considered a new and somewhat untried field. Many large business 
organizations with modern, streamlined programs in other fields had com- 
pletely ignored this one or were just becoming aware of its potentialities. The 
Army’s plan, while not archaic, could hardly have been called progressive. 
During the war, however, many studies were made on various levels which 
brought out the need for more advanced thinking in this regard. ‘“You’re 
in the Army now” could no longer be accepted as the standard reply to any 


young officer’s request for information concerning his job or its future. 


It had been clearly demonstrated that most young Americans really are, 
as often stated, rugged individualists and that they make a better contribu- 
tion in a field in which their interests lie, or for which they have a particular 
aptitude or skill. It also showed that job classification not only improved 
morale but increased production levels. Consequently, after the MOS sys- 
tem of job descriptions had been published and the success of the classi- 
fication system seemed assured, the War Department made plans for the es- 
tablishment of a career management program for the Regular Army. The 
chiefs of the various arms and services were called upon for assistance in 
the development of the plan. The Surgeon General welcomed this oppor- 
tunity. Such a program would fit naturally into the already conceived Profes- 
sional Training Program for the development of the specialists needed in the 
Medical Service and would permit The Surgeon General, for the first time, to 


510 PERSONNEL 


give some assurance to the young physician, dentist, or allied scientist that 
throughout most of his career in peacetime he would continue in the specialty 
of his choice. 

By way of implementation, The Surgeon General prepared and sub- 
mitted to the War Department a graphic representation of a pattern for 
each corps under his jurisdiction. Each pattern showed the various types 
of assignment and training available to the members of that particular corps 
during specific time intervals within a 30-year period. Later, it was con- 
templated that a similar personal pattern for each officer would be prepared 
showing not only the opportunities in his particular field but also those for 
transfer to broader fields as he advanced in rank and experience. While 
the program was not officially announced until June 1948 by The Adjutant 
General, it was one of the better byproducts of the war and, no doubt, was 
a tremendous factor later in procurement for, and retention in, the Regular 
Army of many outstanding and especially qualified young officers,** who were 
to prove their worth in Korea. 

Thus, well before the end of hostilities, The Surgeon General had turned 
his attention not only to planning for the orderly return of personnel to civilian 
life, and for maintaining a large and qualified Reserve group composed of 
both active and inactive members, but also to strengthening of the Regular 
Army. All factors were assessed and gains consolidated. The Surgeon Gen- 
eral, together with members of his staff and representatives of various echelons 
of the War Department, had envisioned changes and planned necessary legis- 
lation that would result within the next 2 or 3 years in a tremendous increase 
in the authorized strength of each corps of the Regular Army, and adequate 
provision for the Reserve Corps, and would give to the Medical Department 
a large Medical Service Corps, composed of many outstanding administrative 
and managerial officers as well as those qualified in the allied sciences. The 
changes brought about also permitted nurses, physical therapists, dietitians, 
and occupational therapists to become an integral part of the Regular Army. 
A much closer liaison with civilian medical and allied professions was estab- 
lished, and plans were well underway for excellent and modern professional 
and military training and career guidance programs. 


Ss War Department Technical Manual 20-605, Career Management for Army Officers. 


BIBLIOGRAPHICAL NOTE 


Although some materials used in the preparation of this volume came from civilian 
sources and from other Government agencies, the vast bulk of the documentation both in 
manuscript and in printed form is to be found in Army records located within the Wash- 
ington, D.C., metropolitan area. For matters pertaining to the Zone of Interior and the 
determination of broad personnel policies, the best single source was the central files 
of the Office of The Surgeon General for the war years, now deposited in the National 
Archives. Here were copies of incoming and outgoing correspondence, reports, memo- 
randums for record (often containing invaluable summaries of long or complex courses 
of action), and minutes of conferences. 

The Historical Division of the Surgeon General’s Office (now known as the Historical 
Unit, U.S. Army Medical Service) collected documents during and after the war which 
were especially useful in tracing the applications of policy and in following the personnel 
history of particular areas at home and overseas. This material includes diaries, corres- 
pondence, and reports emanating from the various segments of the Surgeon General’s 
Office. Among them are a number of reports to the Historical Division showing the 
highlights of personnel administration for various periods of the war. The material also 
includes annual reports of medical units and medical sections of headquarters as well as 
manuscript histories of some areas prepared, in most cases, under the direction of the 
surgeons of theaters and field armies; for certain theaters, there is considerable material 
of other types, such as orders, correspondence, and circular letters. These documents were 
of special value in the preparation of the chapters dealing with manpower sources. 

Also deposited in the Historical Unit are a number of useful manuscript histories of 
various components of the Medical Department. These include “Organized Nursing and 
the Army in Three Wars,” by Col. Florence A. Blanchfield (Ret.) and Mary E. Standlee; 
Lt. Col. Everett B. Miller’s history of the Veterinary Corps; Col. William A. Hardenbergh’s 
“Organization and Administration of the Sanitary Engineering Division (Office of The 
Surgeon General)”; Col. Emma Vogel’s “Physical Therapists of the Medical Department” ; 
and the work entitled “History of the Army Dietitian.” The Historical Unit’s file of 
annual reports of The Surgeon General to the Secretary of War yielded important data 
eoncerning personnel administration. These reports ceased to be published after the 
fiscal year 1941, but during the war years, annual summaries of events prepared by the 
Historical Division for Army Service Forces headquarters to some extent took the place of 


_ the published reports. 


The Historical Unit at one time housed histories, reports, and correspondence accumu- 
lated in the Office of the Air Surgeon. These are now in the custody of the historical office 
of the Surgeon General of the Air Force. 

The files of The Surgeon General’s Resources Analysis Division contained material 
of value for personnel history during the latter part of the war. They were arranged 
both chronologically and by subject and since the elimination of that Division have been 
distributed among The Surgeon General’s Personnel Division, Executive Office, and Comp- 
troller’s Office. Other extremely useful sources of information were the files of the 
Adjutant General’s Office, the General Staff (particularly G-1), and Army Service Forces 
headquarters, which contained material regarding medical personnel matters involving 
those agencies. Manuscript and “processed” histories on file in the Office of the Chief of 
Military History, Department of the Army, as well as printed volumes of the “official” 
history, were also used, both to obtain additional data pertaining to the Medical De- 
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partment and to gain a fuller understanding of developments which affected that De- 
partment in common with other branches of the Army. 

Statistical materials were obtained in all of the groups of records mentioned, but 
certain sources of such data deserve special mention. Of particular significance for 
discussions of strength, promotions, and rank was the series originally prepared in mimeo- 
graphed form by the Returns Section, Miscellaneous Division, Adjutant General’s Office, 
in 1940 and known as the Quarterly Station Strength Report, Continental and Foreign. 
This became a monthly publication during the later emergency period and eventually 
was issued in printed form under the title “Strength of the Army’ (STM-80) by the 
Machine Records Branch, Office of The Adjutant General. 

Another important publication of a similar character was issued from October 1942 
to May 1946. It was known as Personnel Section No. 5 Monthly Progress Report until 
August 1945 when the title was changed to Personnel and Training No. 5 Monthly Progress 
Report. From October 1942 through January 19438, it was prepared by the Control Di- 
vision, Army Service Forces; from 28 February through 31 August 1943, by The Adjutant 
General’s Office; and from 30 September 1948 through 31 May 1946, by the Director 
of Personnel, Army Service Forces. It has been used mainly for data concerning strength 
of civilian personnel of the Medical Department. For authorized strengths of Medica] 
Department units and medical complements of other organizations the “troop bases” 
and “troop lists” were used; these were published as early as 1941. For the purposes 
mentioned, the most extensive use was made of the “Troop List for Operations and Supply,” 
prepared monthly, from 1 July 1944 until after the end of hostilities, by the Strength 
Accounting and Reporting Office of the War Department. 

Data pertaining to strength and replacements in the Huropean theater also were 
obtained from a serial document issued by the theater’s Services of Supply (and successor 
commands) beginning in July 1942. Under the title “Statistical Summary” and later 
“Progress Report,’ this appeared several times a month until 1945, when it was issued 
monthly and renamed ‘Progress Report, Section 1.” Parts of this series are filed in 
the Record Center at Kansas City and in the Historical Unit, U.S. Army Medical Service. 

Additional data on strength and rank were derived from one of the sources of 
“Strength of the Army,” that is, the reports on W.D., A.G.O. Form No. 323 which are 
now in the custody of the Departmental Records Branch of the Adjutant General’s 
Office. Another source of “Strength of the Army,” the monthly statistical summary 
prepared in processed form by the Promotion Section, Officers Branch, Office of The 
Adjutant General, from November 1944 to June 1945 also was utilized. This series 
is on file in the Promotion Section, Personnel Actions Branch, Adjutant General’s Office. 
Finally, considerable use has been made of the Department of the Army’s “Army Battle 
Casualties and Nonbattle Deaths in World War II, Final Report, 7 December 1941— 
81 December 1946” [Washington, D.C., June 1943]. 

Records of civilian agencies of the Government were studied primarily for the his- 
tory of personnel policies. They included printed material; for example, transcripts 
of Congressional hearings, the Statutes at Large of the United States, and unpublished 
correspondence and minutes of meetings of the Directing Board and subordinate com- 
mittees of the Procurement and Assignment Service of the War Manpower Commission. 
Medical, dental, and similar journals revealed the attitudes taken by professional organi- 
zations toward Army and Medical Department personnel policies and, in letters to the 
editors, the views of individuals who were affected by these policies. 

Despite the vast number of War Department records pertaining to medical per- 
sonnel matters that were produced during World War II, many decisions were made 
by officers and civilian employees of the Department either in conference or by telephone 
without a written record of what took place. To help fill the gaps in the record as well 
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as to reconcile conflicting evidence and to develop proper perspective, many such in- 
dividuals were interviewed in person or by telephone for their knowledge and opinions 
concerning various matters. A similar use was made of correspondence, now filed in 
the Historical Unit. Information obtained in this way has been used especially in 
the oversea sections of the chapters on strength and utilization of personnel. Finally, 
the chapters have been circulated in draft form among persons responsible for decisions 
taken on the subjects discussed in this study and their comments have been taken into 
account in the preparation of the final version. 
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overseas, 371 
vacancies in, 112 
Dental Division, Office of The Surgeon Gen- 
eral, 7, 23, 28, 182, 296, 502 
director of, 75 
See also Office of The Surgeon General. 
Dental hygienists, 165, 286 
for affiliated hospital units, 207 
Dental laboratory technicians, 286, 492 
Dental mechanics, 165 
Dental officers : 
assigned to Medical 
Board, 177 
duties of, 6—7 
morale of, in oversea theaters, 330 
pay of, adjustments in, 1 
rank of, adjustments in, 1 
ratio of, to enlisted strength, 75 
refresher courses for, before separation, 
502 
Dental phase, of Army Specialized Training 
Program, termination of, 204 
Dental students : 
commissioned in Medical Administrative 
Corps, Army of the United States, 199— 
200 
deferment of, for occupational reasons, 
139 
discontinuance of Army 
Training Program for, 196 
in Army Specialized Training Program: 
commissioning of, upon graduation, 202— 
203 
school costs for, 202 


Officer Recruiting 


Specialized 


with Reserve commissions, transferred to 
Medical Administrative Corps Reserve, 
137 
Dentistry Committee, Directing Board, Pro- 
curement and Assignment Service, 170 
Dentists, 169, 381 
classification of, 279-280 
direct commissions for, 180 
draft of, 134 
induction of, as enlisted men, 132, 133 
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Dentists—Continued 
procurement of, 496-497 
See also Dental Corps; Dental officers. 
Department of Agriculture, 172 
Department of Justice, 152 
Department of Labor, 172 
Dependents, of Army personnel, medical 
care for, 2, 282-283, 296 
Depots, medical supply, 59 
Deputy Chief of Staff, 69, 72, 86, 455 
Deputy Surgeon General, 204, 335 
Desegregation, in U.S. Army, 1 
Desertion, personnel loss to Army due to, 
432 
Detachments of patients, replacement per- 
sonnel from, 298 
Dien, Dr. HARobLp §., 73 
Dietitians, 84, 88-90, 155, 165, 271, 304 
civilian, 29, 42, 252 
for affiliated units, 207 
grade distribution for, 462 
in World War I, 16 
military status of, 154 
officer status for, 9-17 
pay for, 464 
procurement of, 231—232 
objective, 232 
Officer Procurement Service in, 231 
rank of, 17 
ratio of, to hospital beds, 88 
requirements for, 90 
separation of : 
age for, 489 
point score for, 489 
strength of, 90, 232 
overseas, 371 
student-apprentice program for, 232 
Superintendent of, 16 
Women’s Army Corps members commis- 
sioned as, 232 
Direct commissions, for— 
doctors, 168 
Medical Administrative Corps, 214, 215, 
215-217 
medical personnel, 180 
Sanitary Corps, 212 
Directing Board, Procurement and Assign- 
ment Service, 69, 150, 162, 188, 211 
advisory committees of, 170 
Chairman of, 169, 176, 184, 187 
committees of, 172 
members of nursing profession appointed 
to; 227 
proposal of ‘9-9-9 plan,” 192 
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Director : 
Dental Division, Office of The Surgeon 
General, 75 
Military Personnel Division, Army Sery- 
ice Forces, 184 
Military Training, Army Service Forces, 
202 
Selective Service System, instructions of, 
to Medical Officer Recruiting Boards, 
178 
War Manpower Commission, 69 
Women’s Army Corps, 244 
“Directory of Medical Specialists,” 273 
Discharge(s) : 
civilian needs, 447 
demobilization, 448 
for age, 445 
for disability, 488—444 
for hardship, 447 
for physical and mental disability, 438 
from Army Nurse Corps, 225 
inefficiency, 447 
misconduct, 447 
of dental students, for failure to convert 
commissions, 200 
of medical students, 205 
Disease (s) : 
immunization against, as function of Medi- 
cal Department, 2 
prevention of, as function of Medical De- 
partment, 396 
Disease rates, factor of, in determining hos- 
pital personnel strength, 386 
Dispensary (ies), 396 
general, 59 
Displaced persons, utilized in Medical De- 
partment activities, 328, 329 
Distribution of personnel: 
control of, 37 
overseas, 339-405 
Zone of Interior, 339-405 
District committees, of Procurement and 
Assignment Service, 170 
District of Columbia, 148, 151 
Division of Medical Sciences, National Re- 
search Council, 161, 273 
Doctors, 169 
classification of, 279 
direct commissions for, 180 
draft of, 72, 177, 185, 186-190 
ratio of, to Army strength, 72 
training of, in military subjects, 219 
See also Contract surgeons; Medical 
Corps; Medical officers; Physicians. 
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Dorr, GOLDTHWAITE, 229 
Draft, of— 
dentists, 196 
doctors, 72, 184, 185, 186-190 
nurses, 229-231 
Draft boards, 132 
deferments granted by, 138, 139 
nurses classified by, 227 
See also Selective service boards. 
Draft law. See Selective Training 
Service Act. 
EANES, Col. RicH arp H., 131 
Effect of selective service legislation, on 
procurement, 181-134 
EB. I. Dupont de Nemours, 30 
Highth U.S. Army, authorized and actual 
strength of medical personnel in, 107 
Eligibility for separation, criteria of, for— 
enlisted personnel, 490 
officers, 487-489 
Emergency Management, Office for, 169 
Emergency measures, for procurement of 
Medical Department officers, 124 
Emirau, 3838 
Engineer Corps, 234 
Engineers, in Medical Department, 1, 419 
England, 54, 154 
Enlisted Branch, Office of The Surgeon Gen- 
eral, 91 
Enlisted men, 56, 60—65, 91-98 
age for discharge of, 446 
assignments of, 293-295 
combat recognition for, 337-338 
commissions for, 166 
direct commissioning of, in Medical Ad- 
ministrative Corps, 214, 215-217 
in oversea theaters, 215-217 
in Zone of Interior, 215 
for affiliated units, 1438 
in Medical Department, 5 
Medical Badge authorized for, 337 
of Regular Army, quotas for, 53 
pay increase for, 3 
legislation for, 462 
procurement of : 
during emergency period, 164-166 
in oversea theaters, 239-242 
in Zone of Interior, 233-239 
replacement of, by civilians, 63, 64 
table-of-organization allotment of, 94 
training for, 165 
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Enlisted personnel : 
classification of, 284-287 
difficulties encountered in, 286-287 
guides for, 285 
operation of, 286-287 
reevaluations of, 287 
criteria for release of, 490 
reduction of, 491-492 
of Medical Department, 9 
procurement of, 233-246 
promotion for, 470 
Enlisted Reserve, Medical Department, 165 
Enlisted Reserve Corps, 201, 205, 207, 446 
technicians enrolled in, 233 
Enlisted Subdivision, Military Personnel Di- 
vision, Office of The Surgeon General, 22, 
23,20 
Enlisted technicians : 
recruitment of, for affiliated units, 207 
schools for, 235 
Enlisted women, 99 
in Medical Department: 
oversea theaters, 245-246 
Zone of Interior, 242-245 
Enlistment, voluntary, in Medical Depart- 
ment, 164 
Enrollment: 
in Registry of Medical Technologists, 165 
of professional students, in Army Special- 
ized Training Program, 206 
Entomologists, improper classification as, 
281 
Espiritu Santo, 482 
Essentiality of professional personnel, in 
civilian community, 178, 185 
Europe, 54, 108, 228, 239, 2438, 329 
cessation of hostilities in, 383, 487 
European Theater of Operations, U.S. Army, 
48, 88, 105, 217, 239, 240, 255, 279, 298, 
301, 303, 316, 317, 382, 383, 386, 487 
affiliated units in, 208 
cessation of hostilities in, 330 
civilians employed in medical 
tions in 254, 260-261, 262 
classification system in, 281-283, 284 
general hospitals reorganized in, 301 
Ground Forces Reinforcement Command 
of, 802-303 
limited-assignment personnel replacing 
general-assignment personnel in, 239, 240 
Medical Department strength in, 306 
non-table-of-organization allotment for, 
103-104 
Office of the Chief Surgeon of, 52 
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European Theater of Operations—Con. 
organization for personnel administra- 
tion in, 52 
rotation in, 332, 333, 334 
shortages of Medical Department officers 
in, 107 
shortage of nurses in, 230-231 
station hospitals reorganized in, 301 
surplus of medical officers in, 301 
Evacuation, 296 
Evacuation hospitals, 59 
See also Field medical units; Hospitals, 
evacuation. 
Evans, Lt. Col. Roserr W. W., 270, 284 
Executive Office of the President, 169 
Expansion of Medical Department, problems 
Of, 2 
Expert Infantryman Badge, 337 
Factors, affecting determination of require- 
ments, 58-66 
Federalization, of National Guard, 58, 124, 
339 
Female dentists, 155-156 
Female dietetic personnel. See Dietitians. 
Female doctors, 154-155 
service of, as contract surgeons, 154 
Female Medical Technicians campaign, 242- 
243 
Female officer components of Medical De- 
partment, 3, 17 
Female personnel, proportion of, in Medical 
Department, 413, 414 
Field commands, role of, in classification of 
officers, 272-274 
Field medical units: 
activation of, 59 
ambulance battalion, 61 
medical battalions, 59 
hospitals: 
evacuation, 59, 61 
general, 59 
station, 59 
surgical, 59, 61 
laboratory, medical, 59 
personnel for, 59 
regiments, medical, 59, 61 
squadron, medical, 61 
See also evacuation hospitals. 
FIELpING, Col. Frep J., 83 
Fifth U.S. Army, 216, 382 
Finance and Supply Division, Office of The 
Surgeon General, 23 
See also Office of The Surgeon General. 
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Finance Department, 234 
First lieutenants, of Medical Corps, pro- 
motion of, 452 
First Reserve, of the Red Cross, 135, 222, 223 
First U.S. Army, 302, 326 
First World War. See World War I. 
Firts, Col. Francis M., 202 
Fixed installations in oversea theaters, Civ- 
ilian clerical workers in, 254 
Flight surgeons : 
morale of, 330 
rating as, 47 
Food inspection, as function of Medical De- 
partment, 2 
Foods, of animal origin, inspection of, by 
Veterinary Corps officers, 7 
Foreign medical schools, graduates of, 148— 
150 
standards for, 1 
utilization of, 3 
Fourth Service Command, survey of Medical 
Department officers at, 295 
France, 148, 254, 261, 302, 327 
Functions, of— 
Medical Department, 1—2 
Procurement and Assignment Service, 
170-173 
Resources Analysis Division, 36-37 
Furloughs, in effective utilization of per- 
sonnel, 331 
G-1 (personnel), 21, 40, 55, 58, 68, 72, 79, 
85, 86, 87, 132, 159;51%3) 482; £84; 187, 
188, 197, 438, 492 
See also War Department General Staff. 
G2 (intelligence) , 152 
See also War Department General Staff. 
G-3 (operations) 63, 64, 84, 204, 217 
See also War Department General Staff. 
G—4 (logistics), 65 
See also War Department General Staff. 
General hospitals : 
for care of prisoners of war, 324-825 
manning tables for, 314 
Negro WAC hospital companies in, 322 
oversea shipment of, 316 
Protective Mobilization Plans for number 
of, 62 
reorganization of, under T/O 8—550, 4 July 
1944—301 
The Surgeon General employs civilians 
for, 248 
War Department directive on change of 
table of organization of, 303 
See also Hospitals, general. 
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General Staff. 
eral Staff. 
Geneva Convention of 1929—324 
German control of Europe, 54 
German prisoners of war, for Medical De- 
partment activities, 8327-829 
Germany, 37, 90, 148, 231, 246, 283, 487 
defeat of, 87, 488 
GiBson, TRUMAN, 323 
GINZBERG, ELI, 35, 37 
Glennan General Hospital, Okmulgee, Okla., 
325 
GOETHALS, Col. THOMAS R., 144 
Governors. See State Governors. 
Grades, for female medical technicians, 244 
Graduates, of — 
foreign medical schools: 
standards for, 1 
utilization of, 3 
unapproved medical schools, commissions 
for, in Medical Corps, Army of the 
United States, 150-151 
GRANT, LAURA, 227 
Great Britain, 2 
ratio of physicians to population in, 68, 
261 
Ground Forces Reinforcement Command, 
European theater, 3802-3038 
Medical Department personnel supplied 
by, 298 
Ground Forces Replacement System, 
pean theater, 239 
commanding general of, 301 
Ground Surgeon, 69 
Groups, Medical Department, 112 
Growth, of Medical Department, 
Pearl Harbor, 2 
Guam, 331 
Guardsmen : 
geographic restriction on use of, 54, 124 
removal of, 167 
induction of, into Federal service, 58 
Guides, for— 
classification of enlisted personnel, 285— 
286 
utilization 
guides. 
Gynecologists, 282, 296 
HAttL, Col. DurwWArp G., 30, 229, 494, 501 
Hardship: 
discharge for, 447 
return to civilian life for, 487 
Hasting Air Base, 245 
Hawaiian Department, 384 
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Hawaiian Islands, 257, 258 
Headquarters, Army Service Forces, 33, 203 
elements of : 
Control Division, 31, 79 
Military Personnel Division, 87, 184, 294 
Military Training Division, 202 
See also Army Service Forces. 
Health and Medical Committee, Council of 
National Defense, 161, 162 
National Nursing Council for War Sery- 
ice, 226 
Subcommittee on Medical Education, 161 
Hospy, Col. OvETA CuLp, 244 
Hollandia, 52 
Hospital center(s) : 
813th—327, 328 
814th—225 


815th—255 
Protective Mobilization Plans for number 
of, 62 


Hospital Dietitians, 1 
creation of, 3 
oversea strength of, 371 
See also Dietitians. 
Hospital Division, Office of The Surgeon 
General, 35 
See also Office of The Surgeon General. 
Hospital internship, 192, 193 
Hospital staffs, civilians on, 248 
Hospital system: 
changes in, to economize on personnel, 31, 
312 
expansion of, 248 
Hospitalization : 
personnel loss to Army due to, 482 
reduction of time of, 313 
Hospitals: 
Negro personnel for, 318-320 
shipment of, with less than table-of-or- 
ganization complement, 316-317 
WAC table-of-organization companies in, 
244-245 
Hospitals, affiliated. 
units. 
Hospitals Committee, Directing Board, Pro- 
curement and Assignment Service, 170 
Hospitals, convalescent, 312 
Red Cross workers assigned to, 419 
table of organization for, 95 
Hospitals, evacuation : 
affiliated, 142, 144 
Red Cross workers assigned to, 419 
See also evacuation hospitals; field medi- 
eal units. 
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Hospitals, field, Red Cross workers assigned 
to, 419 
Hospitals, general : 
affiliated, 142, 144, 208 
named : 
Gardiner, 322 
Glennan, 325 
Halloran, 322 
Lovell, 322 
Percy Jones, 101 
Thomas M. England, 322 
Tilton, 322 
Valley Forge, 325 
Wakeman, 322 
Walter Reed, 16, 454, 502 
numbered : 
3d—109 
dSth—332 
6th—144 
17th—144 
18th—258 
19th—144 
20th—258 
80th—208 
42d—239 
46th—144 
49th—254, 257 
T1st—208 
96th—232 
9Sth—246 
116th—246 
118th—306 
133d—245 
203d—261 
218th—258 
table of organization for, 94 
Hospitals, portable surgical, 9th—306 
Hospitals, station: 
affiliated, 142 
manning guides for, 91 
numbered : 
2d—256 
61st—210 
67th—259 
95th—254, 259 
125th—257 
159th—259 
tables of organization for, 91 
Hospitals, surgical, affiliated, 142, 144 
House Military Affairs Committee, 230 
Housing sanitation, as function of Medical 
Department, 2 : 
Howard University Medical School, 318 
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H.R. 227, the nurse draft, 229-231 
HUDNALL, Col. JAMES R., 30 
Hutter, Col. CHARLES G., 158 
Illiterates, definition of, 234 
Immigration and Naturalization Service, 
Department of Justice, 152 
Immunization, as function of Medical De- 
partment, 2 
Imprisonment, for misconduct, personnel 
loss to Army due to, 482 
Inactive Reserve, 122 
India, 258-259, 329 
India-Burma theater, 245 
Inductees, period of service for, 54 
Industrial Health and Medicine Committee, 
Directing Board, Procurement and Assign- 
ment Service, 170 
Industrial hygiene engineers, 212 
Inefficiency : 
discharge for, 447 
return to civilian life for, 437 
Infantry Division, 93d—320, 321 
Infantrymen, combat recognition for, 337 
Information Committee, Directing Board, 
Procurement and Assignment Service, 170 
Information forms. See Questionnaires. 
Insect and rodent control, as function of 
Medical Department, 2 
Inspector General, 85 
Inspector General’s Office, 314 
Instruction(s) : 
in medical techniques, 165 
of Director, Selective Service System, to 
Medical Officer Recruiting Boards, 178 
of The Surgeon General: 
on Classification of officers, 275-276 
to Medical Officer Recruiting Board, 174 
Integration program, 505-508 
Interns, 139 
commissioning of, 138 
effect of selective service on military 
status of, 137 
military obligations of, 137 
Intratheater rotation of medical officers, 
332-334 
Treland, 332 
Italian armistice, 326 
Italian campaign, 334, 383 
Italian service troops, for— 
Medical Department activities, 326 
Medical Department units, 260 
Italy, 260, 304, 329 
Japan, 204, 205, 489, 494, 509 
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Japanese-American medical personnel, 153— 
154 
dentists, 153 
nurses, 1538-154 
physicians, 1538 
utilization of, in Medical Department, 4 
JEFFCOTT, Col. GEORGE F., 76 
Job categories, in classification system, 282 
Job specifications, for Army jobs, 270-271 
Johns Hopkins University, 211 
JOHNSON, Senator EpwIn C., 231 
Journal of the American Medical Associa- 
tion, 158-159 
Judge Advocate General, 129 
Karachi, India, 259 
KENNER, Maj. Gen. ALBERT W., 30 
Kenner Board, 30 
Kirk, Maj. Gen. NorMAN T., 31, 37, 80, 82, 
84, 465, 466, 501, 504 
See also Surgeon General, The. 
Korea, 570 
KriIsTAL, Dr. J. JOHN, 149 
K’un-ming, China, 254 
Labor, local: 
availability of, 255-256 
saving of military personnel effected by 
utilization of, 255 
Labor troops, native, for Medical Depart- 
ment activities, 329 
Laboratory, medical, 59 
See also Field medical units. 
Laboratory officers, refresher courses for, 
before separation, 502 
Laboratory technicians, 165 
Lae, New Guinea, 256 
Lag, in procurement of nurses, 228 
LAHEY, Dr. FRANK H.., 169, 176, 187 
LAWLAH, Dean JOHN W., 318 
Leaves, in effective utilization of personnel, 
331 
Legislation : 
active-duty tour extended by, 130, 167 
for manpower in the Army, 167 
Medical Service Corps established, 508 
on Army Nurse Corps grades, 462 
on pay increase, 462, 463 
on selective service, 131-134 
pertaining to commissioning of licensed 
female physicians, 155 
pertaining to reservists, 122, 124 
compulsory active duty, 129 
proposed, for draft of nurses, 229-231 
strength of Regular Army officer corps 
authorized by, 122 
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LELAND, Dr. Rosco G., 73 
Leyte, 254 
Liaison, between— 
Office of The Surgeon General and Com- 
mittee on Medical Preparedness, 159 
Procurement and Assignment Service and 
Selective Service System, 170 
Liaison officers, 158, 162 
Liberia, 259 
Limited-service personnel, 167, 284-236 
Army policy concerning, 235 
in oversea theaters, 289-242 
transfer of, to Medical Department, 298 
with Medical Department, 235 
LIPPMANN, WALTER, 229 
List, of critically needed specialists, 237, 
238, 239 
LisToNn, Col. Davin E., 82 
Litter bearers, 306 
German prisoners of war utilized as, 526 
natives utilized as, 256, 259 
Local draft boards. See Draft boards. 
Local labor : 
availability of, 255-256 
saving of military personnel effected by 
utilization of, 255 
London, 330 
Long, Col. PERRIN H., 282 
Losses, 420-449 
factors affecting rate of, 420-482 
permanent, 482-449 
deaths, 486 
return to civilian life, 437, 489-442 
Love, Brig. Gen. ALBERT G., 149 
Low Countries, 148 
LuetH, Lt. Col. HARroxp C., 158 
LULL, Maj. Gen. GrorceE F., 23, 27, 30 
Luzon, 254 
McC toy, JoHn J., 189 
McIntire, Vice Adm. Ross T., Surgeon Gen- 
eral of the Navy, 74 
MeNovtt, Paut V., 74, 162, 169, 175, 177, 187, 
188, 189 
on special draft of doctors, 189 
MacEE, Maj. Gen. JAMES C., 17, 37, 61, 62, 
63, 64, 65, 67, 69, 74, 142, 143, 144, 184 
See also Surgeon General, The. 
Malaria control units, natives utilized in, 
235, 256, 257, 258, 259 
Male nurses, in Army Nurse Corps, 9 
Male officer components, of Medical Depart- 
ment, 3 
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Male officers, appointment of, in Army Nurse 
Corps, 1 
Manning guides, 90 
for dietitians, 88 
for physical therapists, 88 
for Zone of Interior hospitals, 91, 312 
Manpower, conservation of, 3 
Manpower Board, War Department, 32, 314 
Marine Corps, 77 
Marital status, for Army nurses, 225 
MARSHALL, Gen. GEORGE C., 244 
Mayo Clinie, 208 
Meat and dairy hygiene inspectors, 165 
Medical Administrative Corps, 1, 7, 17, 56, 
78-84, 124, 166, 195, 212, 214-220, 277 
462, 476 
abolishment of, 508 
authorized strength of, 53 
discharge rate in, 488 
misassignment of officers to, 213 
Negro personnel, 318, 321—322 
officers of : 
assigned as battalion surgeon’s assistants, 
80 
substituted for Medical Corps officers, 70, 
80, 81, 82, 218 
oversea strength of, 371, 373 
procurement for : 
by direct commissioning of civilians, 
214, 215 
by direct commissioning of enlisted men, 
214, 215-217 
officer candidate schools, 217-219 
rank in, 455 
reservists of : 
response of, to active duty, 126 
substitutes for Medical Corps resery- 
ists, 60 
separation from: 
age for, 489 
point score for, 489 
strength of, 218, 219 
training for, 81, 126 
transfer of limited-service officers to, 298 
vacancies in, 112 
Medical aidmen, Medical Badge authorized 
for, 337 
Medical and Health Committee, Office of 
Defense Health and Welfare Services, 
Subcommittee on Nursing of, 163-164, 223 
Medical and Hospital Department Fund, 
Army, 248 
Medical Badge, authorization of, 337-338 
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Medical Corps, 1, 6, 56, 58, 67-74, 111, 146, 
150-151, 168-195, 205, 277 
classification of officers of, 274-275 
criteria for release from, reduction of, 
493 
deficits in, 58 
discharge rates in, 438 
field grades in, 456 
general officers in, 456 
Negro personnel, 318 
of Regular Army: 
appointment of women doctors in, 1 
integration gains, 507—508 
pay increase in, 507—508 
position categories established in, 268 
procurement for : 
by direct commissions, 180 
control of, shifted to service command 
commanders, 179 
in 1944—190-193 
increase in, in 1942—1S80-181 
lag in, during first months of the war, 
168 
lag in, in 19483—182-184 
Medical Officer Recruiting Boards in, 
173-181 
“9-9-9 plan,” 192-192 
Officer Procurement Service, in 181—182 
Procurement and Assignment Service 
in, 169-173 
special draft of doctors proposed, 186— 
190 
the Reynolds Plan, 184-185 
promotion in, 458, 455 
rank in: 
of women doctors, 155 
problem of, 469 
reservists of, response to active duty, 126 
separation from: 
age for, 489 
point score for, 489 
strength of, 180-181 
in 1939—53 
in 1943—72 
maximum, 73 
overseas, 371, 373 
vacancies in, 112 
Medical Corps Reserve, 451, 452 
Army regulations pertaining to candi- 
dates for, 148 
Medical students applying for commis- 
sions in, 139 
promotions in, 452 
resignation from, 451 
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Medical Department, 132, 187, 151, 155, 156, 
163, 166, 168, 274,° 212; '215;°282,- 268, 
270, 274, 290, 294 

active-duty strength of, by Army compo- 
nents, 112 
additional sources of professional per- 
sonnel for, 148-156 
battle casualty rates of, 420-480 
civilian employees of, 101 
contract surgeons, 250 
contribution of, 102 
dietitians, 252 
employing agent for, 248 
funds for payment of, 248, 249 
geographic distribution of, 264-266 
nonprofessional personnel, 252 
nursing personnel, 250-251 
occupational therapists, 251-252 
physiotherapy aides, 252 
Red Cross workers, 252 
strength of, 250 
types utilized in oversea theaters, 253- 
255 
components added to, 3 
composition of, 1-19 
overseas, 405-420 
Congressional Medal of Honor awarded 
to personnel of, 337 
enlisted men in, 233 
illiterates, 283-234 
key technicians, 236—239 
limited-service, 234-236 
oversea theaters, 289-242 
rank of, 488, 485 
enlisted personnel of : 
criteria for release of, 490 
distribution of, 95 
ratio of, to total Army strength, 62 
specialists, 492 
Enlisted Reserve of, 165 
enlisted strength of, 54, 164 
of total Army strength, 91, 92 
enlisted women in: 
as technicians, 99 
in oversea theaters, 245-246 
in Zone of Interior, 242-245 
functions of, 1-2, 396 
general officers in, 456 
increase in supply of officers for, 125 
Japanese-Americans in, 4 
military components of, 9-18 
Negro personnel, 4, 318 
non-Medical Department personnel in, 
419-420 
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Medical Department—Continued 
officer candidate schools of, 217-219 
officer components of, 1, 3, 5 
strength of, 53-54 
officers of: 
allotment of, to oversea areas, 1942—384 
assigned to Veterans’ Administration, 
339 
in affiliated medical units, 146 
shortages, 58-59 
Officers Reserve Corps, procurement ob- 
jectives for, 55 
personnel of field forces utilized in, 64 
personnel offices of, 49-52 
physical therapists recruited for, 231 
Procurement and Assigmnent Service in 
personnel procurement program of, 73, 
74 
professional retraining by, 500-505 
rank in, 456 
redistribution of officers of, 315-316 
Reserve officers allotted to, 55 
responsibilities of, 1 
retention of trained noncommissioned of- 
ficers in, 166 
specialization restricted in, in peacetime, 
267 
strength of, 339-449 
in 1939—53 
in 1944—1 
in oversea areas, 105 
on 7 Dec. 1941—9 
transfer of qualified noncommissioned of- 
ficers from, 294 
units of, 396 
Negro, 411, 412 
operating strength of, in oversea the- 
aters, 385, 387 
Wacs trained for work of, 243 
War Department responsibilities for per- 
sonnel for, 54-57 
Medical Department enlisted men. See En- 
listed men. 
Medical depots, 396 
Medical Division, Office of Chief of Air 
Corps, 21, 26 
Medical Education Committee, Directing 
Board, Procurement and Assignment 
Service, 170 
Medical entomologists, 212 
Medical Field Service School, 217, 218, 219, 
289, 454 
Medical gas treatment battalions, 396 
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Medical installations : 
Air Forces Station Hospital, Tuskegee, 
Ala., 319 
Negro Station Hospital, Fort Huachuca, 
Ariz., 319 
Medical laboratories, 59, 396 
See also Field medical units. 
Medical missionaries, commissioned in Med- 
ical Department, 180 
Medical Officer Recruiting Boards, 173-181, 
191 
accomplishment of, 175, 180 
Air Forces medical officers on duty with, 
176 
civilian reaction to, 178-179 
closing of, 179 
dental officers assigned to duty with, 177 
establishment of, 173 
instructions of Director, Selective Service 
System, to, 178 
instructions of The Surgeon General to, 
174 
procedures for, 173-174 
Procurement and Assignment Service re- 
action to, 176-177 
testimony of Chairman, War Manpower 
Commission, on, 178 
The Surgeon General’s control of, 175 
Medical officers : 
duties of, 6 
morale of, in oversea theaters, 330 
pay of, 1 
rank of, 1 
ratio of, to enlisted strength, 68 
refresher courses for, before separation, 
501 
relieved of administrative duties, 78, 303 
transfer of, from Air to Service Forces, 
315 
Medical Practice Division, Office of The 
Surgeon General, 28 . 
See also Office of The Surgeon General. 
Medical Preparedness Committee, American 
Medical Association, 149, 156-159, 171 
Medical regiments, 59, 61 
See also Field medical units. 
Medical replacement training centers, 60, 
80, 217, 235, 292, 320, 454 
establishment of, 165 
See also Military installations. 
Medical schools, foreign, graduates of, 1, 3 
Medical Section, Mediterranean theater, 52 
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Medical service : 
of National Guard, 58 
United States standards of, compared with 
that of Great Britain, 68 
Medical Service Corps: 
establishment of, 508 
integration gains in, 508 
Medical Society of New Jersey, 210 
Medical specialists training, 193 
Medical students, 136-138 
commissioned in Medical Administrative 
Corps, 199 
deferred, for occupational reasons, 139 
effect of selective service on military 
status of, 137 
in Army Specialized Training Program: 
commissioning of, upon graduation, 
202-203 
school costs for, 202 
military obligations of, 137 
supply of, 3 
with Reserve commissions, transferred to 
Medical Administrative Corps Reserve, 
137 
Medical supply depots, 59 
Medical supply officer, Medical Administra- 
tive Corps officer serving as, 7 
Medical technicians, 218, 236, 244, 286, 306, 
492 
assignment of, 295 
channelling of, to Medical Department, 
295 
Wacs trained as, 243 
Medical technologists, 165 
Medicine: 
consultant in, in— 
European theater, 282 
North African theater, 282 
Office of The Surgeon General, 272 
supply of students of, 3 
Medicine and Surgery, Bureau of, 156 
Mediterranean Theater of Operations, U.S. 
Army, 47, 240, 382, 487 
classification system in, 283-284 
limited-assignment personnel replacing 
general-assignment personnel in, 239- 
240 
organization for personnel administration 
in, 52 
replacements for, 304 
rotation in, 334 
shortage of nurses in, 230-231 
skilled civilian workers for Medical De- 
partment in, 254 
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Memorandums, War Department : 
on critically needed specialists, 287 
See also specific War Department Mem- 
orandum, 
Mental disability : 
discharge for, 4358 
for return to civilian life, 487 
Mess officer, Medical Administrative Corps 
officer serving as, 7 
Middle Pacific Area, shortages of medical 
and surgical specialists in, 108 
Middlesex University College of Medicine, 
151,152 
MIDDLETON, Col. WILLIAM §., 282 
Military components, of Medical Depart- 
ment, 4-18 
prewar period, 1939-41—5-9 
Army Nurse Corps, 8-9 
Dental Corps, 6-7 
enlisted personnel, 9 
Medical Administrative Corps, 7 
Medical Corps, 6 
Sanitary Corps, 7 
Veterinary Corps, 7 
Physical Therapists, 9-17 
Dietitians, 9-17 
Pharmacy Corps, 17-18 
Physical Therapists, 9-17 
Military District of Washington, 99, 501 
Military Establishment, 67, 77 
Military installations : 
Camp Atterbury, 322 
Camp Barkeley, 80, 81, 165, 217, 218, 219, 
235, 321 
Camp Forrest, 324 
Camp Grant, 60, 80, 165 
Camp Lee, 60, 165 
Camp Livingston, 318 
Camp Pickett, SO 
Camp Shelby, 1538 
Carlisle Barracks, 126, 217, 218, 318, 321 
Fort Bragg, 318 
Fort Devens, 322 
Fort Dix, 322 
Fort Huachuca, 319, 320, 321 
Fort McPherson, 2438 
Military Intelligence Service, 152 
Military necessity, in demobilization, 495- 
496 
Military occupational classification of en- 
listed personnel, guide for, 285 
Military occupational specialty, 270-271, 
279, 508 


INDEX 


Military Personnel Division, Army Service 
Forces, 87, 184, 294 
Military Personnel Division, Office of The 
Surgeon General, 32 
chief of, 22, 23 
organization of, 27 
redesignation of, 27 
See also Office of The Surgeon General. 
Military Personnel Division, Services of 
Supply, 173, 224 
Military Police, 324 
Military preparedness program, 54 
Military service: 
age for, 167 
change from voluntary to involuntary, 
124-125 
deferment of, for— 
members of affiliated units, 146-148 
reservists, 127-129 
extension of compulsory, 1 
inventory, 125 
Military status, of — 
medical students, 137 
physical therapists, 154 
residents, 137 
Military strength, of Medical Department, 1 
Milne Bay, 256 
Minority groups, commissioned status for, 
156 
Misassignment(s), 289, 291-295, 296 
causes of, 292 
of enlisted men, 293 
extent of, 294 
of officers, 291—292 
in Medical Administrative and Sanitary 
Corps, 213 
Misconduct : 
discharge for, 447 
for return to civilian life, 437 
imprisonment for, 432 
Missing in action, personnel loss to Army 
due to, 480, 482 
Missionaries, medical, commissioned in 
Medical Department, 180 
Mobilization, beginning of, 405 
system of classification, 270 
Mobilization guide, for employment of civil- 
ians, 65 
Mobilization planning, responsibility for 
health and medical aspects of, 1 
Mobilization Regulations 1-10, 5 Mar. 1948— 
47 
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Morale: 
factor of, in efficient utilization of per- 
sonnel, 329-837 
in affiliated units, 209 
Mourmelon, France, 327 
Munich, 246 
National Association of Colored Graduate 
Nurses, 164 
National Board of Medical Examiners, 148 
National Defense Act, of— 
1916—7, 53 
1920—58, 54, 60, 91, 111 
National Guard, 5, 9, 63, 111, 112, 159, 164, 
248, 269, 290, 452, 454 
call to active duty of physicians in, 168 
compulsory active duty for, 129 
federalization of, 58, 124, 339 
geographic restriction on use of, 54, 125 
removal of, 167 
Medical Department officer corps in, 5 
promotions in, 452 
strength of: 
changes in, 112 
worldwide and overseas, 404, 405, 410 
National Guard-Reserve Act of 27 Aug. 
1940—54 
National Inventory of Nurses, 227 
National League of Nursing Education, 164 
National Medical Association, 320 
National Nursing Council for War Service, 
164, 227, 228, 229 
organizations represented by, 164 
Subcommittee on Nursing of Health and 
Medical Committee of, 226 
Supply and Distribution Committee of, 
223 
National Organization for Public Health 
Nursing, 164 


. National Red Cross, American. See Red 


Cross 
National Research Council, 170, 269 
Committee on Sanitary Engineering of, 
PAGS 
Division of Medical Sciences of, 161, 273 
in classification of officers, 269 
National Roster of Scientific and Specialized 
Personnel, 170, 171 
established, 269 
function, 269 
in classification of officers, 269 
National Survey of Registered Nurses, 164, 
wel 
Native labor troops, for Medical Depart- 
ment activities, 329 


533 


Naturalized physicians, requirements of, for 
commissions in Army of the United States, 
152 

Naval Reserve, female physicians commis- 
sioned in, 155 

Navy College Training Program (V-12), 
201, 203 

Navy Department, 203 

Navy Surgeon General, 74 

Negro Health Committee, Directing Board, 
Procurement and Assignment Service, 170 

Negro infantry division, 320, 321 

Negro personnel: 
hospital personnel, 318-320 
in Army Nurse Corps, 322 
in Medical Administrative Corps, 321-322 
in Medical Corps, 318 
in sanitary companies, 320-321 
in Women’s Army Corps, 322-323 
strength, 411-412 
utilization of, 3, 4, 317-324 

Neuropsychiatrists, 291 

Neuropsychiatry, consultant in, Office of The 
Surgeon General, 272 

New Caledonia, 220 

New Guinea, 52, 254, 256 

Newspapers : 
article on nurse shortages, 229 
criticism in, on rejection of Nisei nurses, 

154 

“9-9-9 plan,” in Medical Corps: 
criticism of, 192 
procurement, 192-193 

Nisei nurses, military duty for, 153-154 

Nonaffiliated units, 307 

Noncommissioned officers, of Medical De- 
partment, 166 

Nonprofessional personnel, of Medical De- 
partment, 252 

“Nonprotected” personnel, category of pris- 

oner of war, 324, 325 
See also Prisoners of war. 

Non-table-of-organization personnel, for Eu- 
ropean theater, 303 

Normandy campaign, 326 

North Africa, 210 
medical units for invasion of, 302 

North African theater, 48, 216, 217, 331, 382, 

383 
civilian personnel in medical units of, 
260-261 
classification system in, 281—283 
deactivation of station hospitals in, 301 
rotation in, 334 
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North African theater—Continued 
skilled civilian workers for Medical De- 
partment in, 254 
surplus of Medical Department personnel 
in, 108 
See also Mediterranean Theater of Oper- 
ations, U.S. Army. 
North America, 382 
Northern Ireland, 382 
Norway, 148 
Nuremberg, 246 
Nurse Corps. See Army Nurse Corps. 
Nurses, 155, 169, 207, 804 
civilian, 380 
classification of : 
code number system in, 271 
directives on, 270 
during 1939—41—267-270 
during 1941—-48—270-274 
distribution of, 8S 
draft of, 87 
proposed legislation, 229-231 
duties of, 8 
failure of, to volunteer, 228, 229 
for affiliated units, 207 
full officer status for, 17 
morale of, in oversea theaters, 330 
of Japanese ancestry, policy for commis- 
sioning of, 153-154 
of Regular Army, authorization for, 54 
pay of: 
during emergency period, 453 
increase in, 462, 463, 464 
rank of, 8 
recruitment of, 135 
Nurses’ aides, 254, 380 
quota for, 251 
strength, 251 
training of, 251 
Nursing Advisory Committee, Directing 
Board, Procurement and Assignment Sery- 
ice, 170 
Nursing Council for National Defense, 171 
Nursing Division, Directing Board, Procure- 
ment and Assignment Service, 170 
functions of, 226-227 
organization of, 227 
Nursing Division, Office of The Surgeon Gen- 
eral, 28, 84, 222, 224, 229 
See also Office of The Surgeon General. 
Nursing profession, organization of, for de- 
fense, 163-164 
Nursing Service, of the Red Cross, 1384 
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Nursing Supply and Distribution Service, 
War Manpower Commission, 226 
Advisory Committee to, 226 
See also Nursing Division, Procurement 

and Assignment Service. 

Nutrition, 2 

Obstetricians, 282, 296 

Occupational groups, exempted from selec- 
tive service, 131 

Occupational specialists, 

ment: 

bacteriologists, 212, 213, 242-243 

biochemists, 212, 213 

dental hygienist, 286 

dental laboratory technicians, 236, 248, 
245, 246, 286, 492 

entomologist, 281 

industrial hygiene engineers, 212 

laboratory officer, 212 

laboratory technicians, 218, 236, 243 

medical entomologists, 212 

medical technicians, 218, 
245, 246, 286, 306, 492 

optician, 286 

optometrists, 242-243 

orthopedic mechanic, 242, 286 

orthopedic technicians, 492 

parasitologists, 212, 213 

pharmacists, 242-248, 286 

psychiatric social workers, 101 

sanitary engineers, 211, 213, 280-281 

sanitary technician, 286 

serologists, 212 

surgical technicians, 218, 236, 248, 244, 
286, 306 

veterinary surgical technician, 286 

X-ray technicians, 243, 286, 492 

Occupational therapists, 102, 251-252 

Occupational therapy aides, 165 

Office for Emergency Management: 

Office of Defense Health and Welfare 
Services of, 169 
War Manpower Commission of, 169 
Office of Civilian Defense, 251 
Office of Defense Health 
Services, 162 
Director of, 169 
Medical and Health Committee of, 164, 223 
Procurement and Assignment Service of, 
169 

Office of the Air Surgeon: 

organization of, for personnel administra- 
tion, 38 


Medical Depart- 


236, 243, 244, 


and Welfare 
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Office of the Air Surgeon—Continued 
subordinate elements of : 
Nursing Section, 38 
Personnel Division, 38, 40, 224 
Office of the Chief of Air Corps, Medical 
Division of, 21, 26 
Office of the Chief Surgeon, European thea- 
ter, 52, 245 
Personnel Division of, 302 
Professional Services Division of, 282 
Office of the Secretary of War, 127 
Office of the Surgeon, Antilles Department, 
266 
Office of the Surgeon, Army Ground Forces, 
81 
Oftice of The Surgeon General, 3, 16, 19, 62, 
63, 64, 90, 95, 133, 148, 154, 162, 170, 173, 
178, 182, 190, 203, 204, 231, 248, 253, 268, 
274, 290, 296, 305, 317, 323, 335, 488, 489 
civilians in, 247 
consultants in: 
medicine, 272 
neuropsychiatry, 297 
surgery, 297 
control of medical personnel reestablished 
in, 45 
discontinues direct commissioning of en- 
listed men, 215 
estimates of, on nurse requirements, 84+ 
liaison with Committee on Medical Pre- 
paredness, 158 
organization of, for personnel adminis- 
tration, 21-24 
January 1939—27 
August 1942—28 
February 1944—37, 38, 39 
May 1945—237, 38, 39 
reorganization of, 27-37 
role of, in classification of officers, 271-272 
revision of organization of, 4 
subordinate elements of : 
Administrative Division, 23 
Civilian Personnel Division, 250 
Classification Branch, 271-272, 276, 278 
280, 284 
Commissioned Division, 27 
Dental Division, 7, 23, 28, 75, 132, 296, 
502 
Enlisted Branch, 91, 323 
Finance and Supply Division, 23 
General Surgical Branch, 297 
Hospital Division, 35 
Integration Section, 506 
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Office of the Surgeon General—Continued 
subordinate elements of—continued 
Medical Consultants Division, 296 
Medical Practice Division, 28 
Military Personnel Division, 22, 27, 28, 
Sa) LOL, 228, 229; 2380) 250) 270.272. 
280, 284, 323, 469 


Neuropsychiatry Consultants Division, 


296 
Nursing Division, 23, 84, 222, 224, 229, 
296 


Operations Service, 36, 84 

Personnel Division, 84, 111, 149, 500, 506 

Personnel Planning and Placement 
Branch, 315 

Personnel Service, 75, 86, 171, 221, 228, 
250, 279, 288, 291, 294, 324, 493-494, 
501, 508-504 

Physical Standards Division, 167 

Preventive Medicine Service, 28, 296 

Procurement Separation and Reserve 
Branch, 506 

Professional Service Division, 23 


Reconditioning Consultants Division, 
296 


Reserve Subdivision, 143 

Resources Analysis Division, 35, 36, 37 

Sanitary Engineering Division, 281, 320 

Strategic and Logistics Planning Unit, 
87 

Supply Service, 455 

Surgical Consultants Division, 296, 297 

Training Division, 500, 501 


Veterinary Division, 23, 28, 197, 200, 
204, 296 
Officer candidate schools : 
for Medical Administrative Corps, 126, 212 


in Zone of Interior, 217-219 
Negro graduates of, 321 
oversea theaters, 219, 220 
“Officer Civilian Classification,’ Army Reg- 
ulations No. 605-95—270 
Officer components, of Medical Department, 
1, 3,5 
“Officer Military 
Specifications,” 
605—-95— 270 
Officer procurement, during demobilization, 
496-499 
effects of, 497-499 
Officer Procurement Service, 179, 180, 181 - 
185; 2125270 
establishment of, 181 
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Army Regulations No. 


536 


Officer Procurement Service—Continued 
in procurement of— 
dietitians and physical therapists, 231 
nurses, 224 
technologists, 243 
procedures for, 181-182 
Officer replacement pools, 292 
Officer strength, overseas, 414, 415 
Officers : 
classification of : 
code number system in, 271 
consultants in, 272 
directive on, 270 
during 1989-41—267-270 
during 1941-483—270-274 
Office of The Surgeon General in, 271— 
PAPA 
role of field commands in, 272—274 
sources of information for, 273 
within Air Forces, 273-274 
male, appointment of, in Army Nurse 
Corps, 1 
of Medical Department. See Army Nurse 
Corps; Dental Corps; Hospital Dieti- 
tians; Medical Administrative Corps; 
Medical Corps; Pharmacy Corps; Phy- 
sical Therapists; Sanitary Corps; Vet- 
erinary Corps. 
of Regular Army, quotas for, 53 
pay increase for, 3 
Officers’ Reserve Corps, 130, 186, 137, 141, 
166 
changes in strength of, 112 
commissions in Medical Department Re- 
serve corps of, 112 
procurement objective for sections of, 55 
suspension of appointments to, 56 
Okinawa, 180 
Operation TORCH, 68 
Operations Division, War Department Gen- 
eral Staff, 317 
Operations Service, Office of The Surgeon 
General, 34, 35, 84 
See also Office of The Surgeon General. 
Opticians, 286 
Optometrists, 156, 242 
Ordnance Department, 234 
Organization : 
for personnel matters, 21—52 
changes in, 1 
in theaters of operations, 47-52 
in Zone of Interior, 4, 21—46 
of Procurement and Assignment Service, 
169-170 
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Organized Reserves, 111, 144 
See also Reserves. 
Orthopedic mechanics, 165, 242, 286 
Orthopedic technicians, 492 
Osteopaths, 156 
Oversea duty, extra compensation for, 462 
Oversea service, as criteria for release, 488 
Oversea strength : 
in major commands, 398-404 
regional, 382-397 
variation in, 380 
Oversea theaters: 
authorization for direct commissioning in, 
215 
distribution of Medical Department per- 
sonnel in, 8339-404 
by corps and groups, 371-382 
Medical Department installations in: 
civilian employees for, 253-266 
enlisted men in, 289-242 
enlisted women for, 245-246 
local labor utilized in, 255-266 
non-Medical Department personnel for, 
419-420 
prisoners of war utilized in, 325-829 
morale problems, 330-337 
officer candidate schools in, 219, 220 
sources of replacement personnel: 
easuals from Zone of Interior, 303-305 
personnel made available by administra- 
tive actions, 301-303 
personnel released from hospitals, 298— 
300 
temporary personnel, 306-307 
table-of-organization strength of attached 
medical personnel and divisional medi- 
cal battalions, 385 
Oversea units, factors in requirement of: 
additional table-of-organization units, 104 
losses, 102-103 
non-table-of-organization allotments, 103- 
104 
reorganized 
104 
shortages, 105-109 
Owen Stanley Mountains, 256 
Pacific islands, 254 
Pacific Ocean Areas, 382 
general hospitals shipped to, 317 
Pacific theaters, 284, 487 
PavDEN, Col. PAavut A., 41, 83, 111, 162 
Panama Canal Department, 266, 384 
Parasitologists, 212 
Paris, 52 


table-of-organization units, 


INDEX 


PATTERSON, Rogert P., Under Secretary of 
War, 140 

Pay, 451-485 
adjustments in, 1 
during emergency period, 451—453 

of nurses, 453 
of officers, 451-453 
in early war years, 454464 
of dietitians, 464 
of nurses, 462-463 
of officers, 454-456 
of physical therapists, 464 
increase in, 462, 463 
later war years, 464-470 
of officers, 464-467 
morale factor of, 451 
resignation for insufficiency of, 451 

Pay Readjustment Act of 1942—463 

Peacetime selective service act. See Selec- 
tive Training and Service Act. 

Pearl Harbor, 2, 16, 47, 67, 73, 126, 130, 139, 
146, 160, 167, 168, 199, 208, 210, 221, 254, 
270, 290, 339, 380, 384, 452, 453, 476, 500 

Percy Jones General Hospital, Mich., 101 

Permanent losses, 420-449 
influences affecting rate of, 420—432 
types of, 482-449 

Persian Gulf Command, 383 
ratio of civilian hospital workers to mili- 

tary medical personnel in, 259 

Personal hygiene, measures for, as function 
of Medical Department, 2 

Personnel Control Branch, Personnel Sery- 
ice, Office of The Surgeon General, 37 

Personnel Division : 

Office of the Air Surgeon, 38, 223 

Office of the Chief Surgeon, European 
theater, 52 

Office of The Surgeon General, 84, 111, 
149, 500, 506 

Surgeons’ Office, Southwest Pacific Area, 
52 

Personal Service, Office of The Surgeon 

General, 86, 171 

chief (s) of, 27, 30, 75, 501 

organization of, 27 

Personnel Control Branch of, 37 

See also Office of The Surgeon General. 

Personnel Subsection, Medical Division, 
Office of the Chief of Air Corps, 26 

Pharmacists, 17, 242, 286 
appointment of, in Medical Administra- 

tive Corps, 7 
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Pharmacy Corps, 1, 7, 17-18, 58, 78, 213-214 
abolishment of, 508 
creation of, 3, 213-214 
discharge rate in, 438 
establishment of, 18 
strength of, 214 
overseas, 371-373 
Pharmacy technicians, 165 
Philippine Department, 384 
Philippine employees, in general and station 
hospitals overseas, 257 
Philippines, 245, 254, 257 
Physical disability : 
discharge for, 438 
for return to civilian life, 437 
Physical Standards Division, Office of The 
Surgeon General, 167 
See also Office of The Surgeon General. 
Physical therapists, 1, 55, 84, 88-90, 271, 304 
civilian status of, 29, 42 
creation of component of, 3 
for affiliated units, 207 
grade distribution for, 462 
in World War I, 16 
military status, 154 
officer status for, 9-17 
pay of, 464 
procurement for, 231—232 
objective, 232 
Officer Procurement Service in, 231 
rank of, 17 
ratio of, to hospital beds, 88 
requirements for, 90 
separation of: 
age for, 489 
point score for, 489 
strength of, 90, 232 
overseas, 371, 373 
superintendent of, 16, 88 
training programs for, 232 
Women’s Army Corps members commis- 
sioned as, 232 
Physicians, 497 
alien, requirements of, for commission in 
Army of the United States, 152 
in British Army, ratio of, 
strength, 68 
naturalized, requirements of, for com- 
mission in Army of the United States, 
152 
Physiotherapy aides, 165, 252, 254 
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Planning: 
for personnel administration, 31-387 
on demobilization, 487 
postwar, 505-510 
PM, New York newspaper, 154 
Podiatrists, 156 
Policy for personnel, changes in, 1 
Position categories, in classification of Med- 
ical Corps officers, 268 
Postwar developments, in Medical Depart- 
ment, 1 
Postwar planning, 505-510 
integration program, 505-510 
PoweELL, Lt. Col. Botiine R., Jr., 494 
Preventive Medicine Division, Office of The 
Surgeon General, 28 
See also Office of The Surgeon General. 
Preventive program, of Medicai Depart- 
ment, 1—2 
Prisoner of War General Hospital No. 2, 
Camp Forrest, Tenn., 324 
Prisoners of war, 2, 48, 261, 420 
category of, 324 
detail of, to Medical Department, 1 
employed in Medical Department activi- 
ties, 499 
German, 326-829 
Italian, 326 
utilization of : 
in oversea theaters, 260, 325-329 
in Zone of Interior, 324-825 
saving of military personnel effected 
by, 255 
Problems, of Medical Department, 1 
Procurement, 3 
act of 3 April 1939 in, 122-124 
at beginning of mobilization, 124-126 
change from voluntary to involuntary 
service, 124-125 
congressional action in, 133 
contributions of organized medicine and 
nursing to, 156-164 
deferment of professional 
198-206 
during emergency period, 111-166 
emergency measures, 124 
early Reserve measures for, 112-124 
effect of selective service legislation on, 
131-134 
establishment of rosters for Reserve offi- 
cers in, 129 
extension of reservists’ tour of duty in, 
129-130 
for affiliated units, 206-210 


students in 
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Procurement—Continued 

for Army Nurse Corps, 134-135, 221-222 

for Dental Corps, 195-196 

for dietitians, 231—232 

for Medical Administrative Corps, 126, 
214-220 

for Medical Corps, 168-195 

for Pharmacy Corps, 213-214 

for physical therapists, 231-232 

for Reserve units, 141-148 

for Sanitary Corps, 126, 211-213 

for Veterinary Corps, 196-198 

in 1941-45—167-210, 211-246 

legislation for, 167 

limiting factor in, 1 

objective of, in 19839—55 
for sections of Officers’ Reserve Corps, 

5D 


of civilian personnel, 247—266 
in Zone of Interior, 247-253 

of enlisted men, 164-166, 283-246 

preemergency procedures for, 111-112 

restrictions on, 4 

students in professional schools in, 136- 
140 

War Department action in, 133-134 

Procurement and Assignment Service, 73- 

14,152, 168) 173) 1940 475) VTS; 170s Wau: 
181, 182, 188, 184, 185, 186, 190, 211, 228, 
229, 230, 2738, 447 

civilian dentists declared 
195 

Committee on Allocation of Medical Per- 
sonnel of, 73 

creation of, 184 

criteria for recruitment of professional 
personnel established by, 173 

Directing Board of, 69, 150, 227 

establishment of, 73, 74, 169 

functions of, 162, 170-173 

Negro doctors declared available by, 324 

nurses declared available by, 228 

Nursing Division of, 226-227 

on medical branches of the Armed Forces, 
297 

organization of, 169-170 

origin of, 161-163 

ratio of dentists to civilians determined 
by, 76 

ratio of physicians to civilian population 
recommended by, 74 

reaction of, to Medical Officer Recruiting 
Boards, 176-177 

relocation of civilian doctors by, 74 


available by, 
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Procurement and Assignment Service—Con. 
role of, in procurement, for— 
Army Nurse Corps, 225-231 
Medical Corps, 169-173 
Subcommittee on Negro Health of, 324 
Procurement of female technicians for medi- 
cal installations, program of Women’s 
Army Corps, 242-2438 
Professional civilian personnel, Medical De- 
partment, in oversea theaters, 253-254 
Professional quality, of Medical Department 
personnel, oversea, 416-419 
Professional retraining, 500—505 
Professional schools, students in, 136-140 
Professional Service Division, Office of The 
Surgeon General, 23 
See also Office of The Surgeon General. 
Professional students, deferment of, 198—206 
early methods, 198—201 
Professional Training Committee, 504 
Professional Training Program, 509 
Proficiency rating, of Medical Corps officers, 
274 
Proficiency symbol, in category classifica- 
tion, 268, 269 
Promotion, 451—485 
Army’s system of, 292 
as reward for exceptional service, 337 
authority for recommendation for, 454 
decentralization of, 483 
during emergency period, 451-453 
of nurses, 453 
of officers, 451-453 
for orthopedic mechanics, 492 
in Army of the United States, 454 
in early war years, 454-464 
of nurses, 462 
of officers, 454-456 
inequalities in system of, 464 
later war years, 464-470 
of nurses, 467-468 
of officers, 464-467 
morale factor of, 451 
overseas, 471-485 
enlisted personnel, 483-485 
officers, 471—483 
temporary, 476-477 
through vacancies, 477 
“Protected” personnel, category of prisoner 
of war, 324, 325 
See also Prisoners of war. 
Protective-Mobilization Plan, 56, 57, 62, 141— 
142, 1438 
Provost Marshal, 152 
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Provost Marshal General’s Department, 154 
Psychiatric social workers, 101 
Public Health Committee, Directing Board, 
Procurement and Assignment Service, 170 
Public Law 828, December 1942, authority 
for field grades in Army Nurse Corps, 462 
Public opinion, on concessions to officers in 
lower ranks, 125 
Publicity campaigns, for recruitment of— 
doctors, 191 
nurses, 185, 191, 223- 
Puerto Rican Department, 384 
Qualifications, fer appointment to— 
Army Nurse Corps, 8-9 
medical service of Regular Army, 111 
Sanitary Corps Reserve, 7 
Quality, professional, of— 
Dental Corps, 418 
enlisted personnel, 418 
Medical Corps, 416-417 
Quartermaster Corps, 234 
Questionnaires : 
for classification of officers, 268, 273, 275, 
281 
See also “Classification Questionnaire of 
Medical Department Officers.” 
Quinacrine hydrochloride, 500 
Quota, for civilian nurses’ aides, 251 
Rank, 451-485 
adjustments in, 1 
during emergency period, 451-453 
of nurses, 453 
of officers, 451-453 
in early war years, 454464 
of dietitians, 564 
of nurses, 462-463 
of officers, 454-456 
of physical therapists, 464 
later war years, 464-470 
of nurses, 467-468 
of officers, 464-467 
morale factor of, 451 
of Medical Department officers overseas, 
470-471 
of reservists, 452 
of The Surgeon General, 4 
Ratings, for female medical technicians, 244 
Ratio, of medical troops, to total oversea 
troop strength, 339, 341-345 
Ration, of labor, in Great Britain, 261 
Readjustment regulations, War Department, 
490 
Reassignments, in effective utilization of 
personnel, 331, 332 
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Recall to active duty, legislation provided 
for, 167 
Reception centers, 285, 293 
enlisted men assigned to Medical Depart- 
ment from, 295 
enlisted personnel classified at, 166 
recruits classified at, 286, 287 
Reconditioning program, 239 
Records, of officers, for uniformity of classi- 
fication, 278 
Recreation, in effective utilization of per- 
sonnel, 331 
Recruiting : 
for Army Nurse Corps, 221 
for female technicians for medical instal- 
lations, 242-243 
in procurement for Medical Corps, 190-191 
of medical reservists for active duty, 122 
Recruiting campaigns, for nurses, 228 
Recruits, classification of, at reception cen- 
ters, 166 
Red Cross, 5, 19, 55, 69, 102, 112, 122, 135, 
163, 164, 223, 224, 227, 228 
civilian nurses’ aides trained by, 251 
First Reserve of, 222, 223 
in procurement for Army Nurse Corps, 
222, 224 
Nursing Service of, 134 
publicity campaign of, for recruitment of 
nurses, 135 
Registry of Medical Technologists of, 165 
staff workers of, in Army hospitals, 252 
technicians registered with, 233 
Red Cross Reserve, 207 
Red Cross workers : 
for the Medical Department, 19 
in Army hospitals, 419-420 
Redeployment, 4, 487-510 
during period of partial demobilization, 
487-491 
factor of, in personnel planning, 36 
problems of, 490-491 


Redistribution, of Medical Department 
officers, 315-316 

Reduction : 
in Medical Corps. strength, protests 


against, 72, 73 
of criteria for demobilization, of officers, 
493-495 
REEp, Senator CiypE M., 493-494 
Regimental Combat Team, 442d—153 
Regional hospitals, in Zone of Interior, 312 
Registration of nurses, for military service, 
230 
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Registry of Medical Technologists, 165 
Regular Army, 5, 9, 17, 111 
authorization for nurses of, 54 
authorization of Medical 
officers of, 53 
commissioned status of women in, 154 
integration of Medical Department corps, 
505-508 
Medical Department officer corps in, 5 
professional retraining for Medical Corps 
officers of, 502—505 
qualifications for appointment to Medical 
Department corps of, 111 
quota of personnel for, 53 
strength of, 72 
increase in, 58, 61, 505, 506 
statutory, 54 
worldwide and overseas, 404 
Regular Army Medical Corps, appointment 
of women doctors in, 1 
Regulations, Army: 
on classification system, 270 
pertaining to candidates for Medical 
Corps Reserve, 148 
See also specific Army Regulations. 
Release of officers, criteria for, during par- 
tial demobilization, 487-489 
Relocation of civilian doctors, by Procure- 
ment and Assignment Service, 174 
Reorganization, of— 
Office of The Surgeon General, 27, 30 
War Department, 40-438 
Replacement system : 
in utilization of personnel, 297-317 
organizational changes in, 306-3807 
procedural changes in, 306-807 
temporary personnel in, 306-307 
Replacement training center(s), 
165, 217, 235, 292, 320, 454 
Replacements : 
factors in, in oversea units, 102-103 
sources of, in oversea theaters, 298-305 
Report, subcommittee of Senate Committee 
on Edueation and Labor, on procurement 
of doctors for armed services, 194 
Requirements : 
additional oversea units, 102 
Army Nurse Corps, 84-87 
civilians, 66, 100-102 
Dental Corps, 75-76 
dietitians, 88-90 
enlisted men, 91-98 
enlisted personnel, 60—65 
enlisted women, 99 
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Requirements—Continued 
factors affecting determination of, 58—66 
in 1989—-41—53-66 
in 1941-45—-67-109 
Medical Administrative Corps, T8—84 
Medical Corps, 67—74 
Medical Department officer shortages in, 
58-59 
Pharmacy Corps, 78 
physical therapists, 88-90 
Reserve shortages in, 59-60 
Sanitary Corps, 77 
Veterinary Corps, 76—77 
Requisitions, processing of, 305 
Research, as function of Medical Depart- 
ment, 2 
Reserve Corps, Medical. See Medical Corps 
Reserve. 
Reserve nurses : 
authorized for assignment to active duty, 
134 
eall to active duty of, 55 
Reserve Officers Training Corps, 5, 57, 122, 
124, 136, 137, 200-201 
Reserve shortages, 59-60 
Reserve Subdivision, Military Personnel Di- 
vision, Office of The Surgeon General, 22, 
27 
Reserves, 5, 9, 290 
eall to active duty of physicians in, 168 
classification of officers of, 1940—268—270 
assistance of civilian agencies in, 26S8— 
270 
compulsory service for, 123 
Medical Administrative Corps section of, 
e 
Medical Department officer corps in, 5 
of Medical Department, 2 
officers and nurses of, for medical service 
of active forces, 112 
Sanitary Corps section of, 7 
strength of, worldwide and overseas, 404 
Reservists : 
adequacy of, 112 
allotment of, to Medical Department, 55 
compulsory active duty for, 129 
deferment of service for, 127-129 
extension of tour of duty of, 129-130 
extension by interpretation, 129-130 
Service Extension Act, 1941—130 
geographic restriction on use of, 125 
legislation pertaining to, 122, 124, 129 
of Medical Department, 5 
rosters of, 128-129 
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Residencies, 192 
Residents, 139 
effect of selective service on military 
status of, 137 
military obligations of, 137 
Resources Analysis Division, Office of The 
Surgeon General, 35, 36, 37 
See also Office of The Surgeon General. 
Responsibilities, of Medical Department, 1 
Restrictions: 
geographic, on use of— 
National Guard, 54, 125 
reservists, 125 
in legislation pertaining to reservists, 124— 
125 
Retention, of trained noncommissioned offi- 
cers, in Medical Department, 166 
Retirement, 443 
age for, 445 
Retraining, 487-491 
during period of partial demobilization, 
487-491 
professional, 500-505 
Return, to civilian life, 437 
REYNOLDS, Maj. Gen. CHARLES R., 57, 60, 
141, 142 
See also Surgeon General, The. 
REYNOLDS, Brig. Gen. Epwarp, 455 
Reynolds plan, in procurement for Medical 
Corps, 184-185 
Roberts Field, Liberia, 259 
Rome, 254 
ROOSEVELT, FRANKLIN DELANO, 18, 54, 61, 67, 
69, 112, 124, 161, 187, 1938, 229, 230 
approves establishment of Procurement 
and Assignment Agency, 162 
authorized to— 
commission officers in the Army of the 
United States, 130 
defer draftees by age group, 167 
extend tours of active duty for Reserve 
officers, 130 
empowered to call Medical Department 
Reserve officers to active duty, 122 
personal physician of, 205 
questions ratio of doctors to military 
strength, 68 
state of the Union message of 6 Jan. 
1945—229 
Rotation : 
drawbacks of, 335 
in utilization of personnel, 332-336 
influence of, 336 
system of, 290 
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Royal Army Medical Corps, 154 
Sanitary companies, 320-821, 396 
purpose for, 411 
Sanitary Corps 1, 5, 7, 56, 59, 77, 79, 124, 
166, 462 
abolishment of, 508 
classification of officers of, 280-281 
commissions in : 
direct, 212 
directive pertaining to, 212 
discontinued, 77 
discharge rate in, 488 
misassignment of officers to, 218 
Negro personnel in, 318 
procurement for, 126, 211-213 
promotion in, 469 
reservists of, as substitutes for Medical 
Corps reservists, 60 
strength of, 213 
overseas, 371, 373 
Sanitary Engineering Committee, Directing 
Board, Procurement and Assignment Sery- 
ice, 170 
Sanitary engineers, 169, 211, 212, 381 
improper classification as, 280-281 
Sanitary technician, 286 
Sanitation of messes, as function of Medical 
Department, 2 
Schools, medical, unapproved 
graduates of, 150-152 
Scort, Dr. NoRMAN M., 210 
Sea duty, extra compensation for, 462 
Secretary of Defense, 1 
Secretary of the Navy, 187, 188 
Secretary of War, 3, 17, 21, 53, 102, 111, 122, 
128, 129, 130, 153, 154, 155, 175, 180, 183, 
184, 187, 188, 189, 194, 199, 205, 214, 224, 
237, 822, 324, 452, 458, 469, 490, 493-494, 
5OT 
Assistant Civilian Aide to, 323 
civilian consultants to, 250 
favors draft of nurses, 229 
Secretary of War’s Personnel Board, 179, 
180, 181, 506 
SEELEY, Col. Sam F., 162 
Seine Base Section, European theater, 255 
261 
Selective Service Act. 
ing and Service Act. 
Selective service boards, authority of, for 
selection of professional men, 151 
Selective Service System, 134, 170, 178, 186, 
ST, dss, 201 oT 
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Selective Training and Service Act, 125, 132, 
138, 184, 187, 339, 462 
amended, 167 
effect of, on procurement during emer- 
gency period, 131-134 
passage of, 5, 54, 124, 131 
third- and fourth-year students in Reserve 
Officers Training Corps deferred by, 137 
Senate Committee on Labor and lduecation, 
68 
Senate Military Affairs Committee, 230 
Separation : 
criteria for Medical Department officers, 
487-489 
for transfer to Enlisted Reserve Corps, 205 
problems of, 490-491 
Separation centers, medical officers needed 
for, 493 
Serologists, 212 
Service command commanders, 179 
Service command surgeons, 275, 492 
restoration of position in responsibility 
to service command commanders, 45 
Service commands: 
Medical Department qualified personnel 
transferred by, 294 
method of assignment of medical person- 
nel in, 45 
Service Extension Act of August 1941—130 
Services of Supply, Army Service Forces, 
154, 173, 217, 293 
allotments to, 72 
commanding general of, 320 
creation of, 289 
Military Personnel Division of, 173, 224 
Officer Procurement Service of, 179, 181- 
185 
See also Army Service Forces. 
Seventh U.S. Army, 216, 217 
SHEEP, Brig. Gen. WILLIAM L., 23 
Shipments, of Medical Department person- 
nel to oversea theaters, 303-304 
Signal Corps, 107, 234 
Skilled civilian workers, in Medical Depart- 
ment, 258, 254 
Snyper, Maj. Gen. Howarp McC., 85 
Solomons, 383 
SOMERVELL, Gen. BREHON B., 86, 87, 155, 
179, 204 
See also Commanding General, Army 
Service Forces. 
South Atlantic, 266, 383, 386 
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South Pacific Area, 257, 382, 383 
affiliated units in, 208 
classification system in, 284 
Southwest Pacific Area, 104, 220, 232, 245, 
298, 305, 306, 317, 382, 383, 397 
chief surgeon of, 284 
civilians employed in, 256 
classification system in, 284 
organization for personnel administration 
in, 52 
shortages of Medical Department officers 
in, 107 
Special Assistant, to the Secretary of War, 
229 
Special draft of doctors, proposed, 186-193 
Specialists : 
assignment of, 290 
enlisted critically needed, 492 
directive pertaining to, 237, 238 
in Regular Army Medical Corps, 267-268 
promotion of, 467 
Specialization, in medical profession, 267 
Specialties, occupational, Medical Depart- 
ment. See Occupational specialties, Med- 
dical Department. 
Specialty boards, American. 
specialty boards. 
Specialty centers, use of, 312 
Staff functions of Medical Corps Officers, 2 
Standard Oil of New Jersey, 30 
State committees, of Procurement and As- 
signment Service, 170 
State Governors, 111 
assistance of, in recruiting for enlisted 
women for Medical Department, 244 
Station and Job Assignment Recruiting 
Plan, 243 
Station Hospital, Fort Huachuea, Ariz., 319 
Station hospital (s) : 
closure of, in Zone of Interior, 312 
corps area surgeons authorized to employ 
civilians for, 248-249 
Protective Mobilization Plans for number 
of, 62 
reorganization of, under T/O 8—560, 28 
Oct. 1944—301 
See also Hospitals, station. 
Statistical clerks, 165 
Statistics, on strength of Medical Depart- 
ment, 9 
Statutory strength, of Regular Army, 54 
STILWELL, Gen. JOSEPH W., 259 
Strategic and Logistics Planning Unit, 
Office of The Surgeon General, 87 
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Strength: 
active-duty, of Medical Department 
groups, by Army components, 112 
Army Nurse Corps, 227, 228, 229, 230 
civilian nurses’ aides, 251 
Dietitians, 232 
Medical Administrative Corps, 218, 219 
of Corps Area Assignment Group, 30 
June 1939—26 
of Medical Department, 53-54, 339-449 
in 1944—1 
on 7 Dec. 1941 
statistics, 9 
Pharmacy Corps, 214 
Physical Therapists, 232 
Sanitary Corps, 213 
“Strength of the Army,” 33 
StrouM, Col. J. G., 144 
Student-apprentice program, for dietitians, 
232 
Students : 
in professional schools: 
commissions for, in Medical Adminis- 
trative Corps Reserve, 139-140 
deferment of, 138-139, 198-206 
of medicine, supply of, 3 
Subcommittee on Medical Education, Health 
and Medical Committee, Council of Na- 
tional Defense, 161 
Subcommittee on Negro Health, Procure- 
ment and Assignment Service, 324 
Subcommittee on Nursing, Medical and 
Health Committee, Office of Defense 
Health and Welfare Services, 163-164, 
223, 226 
Substandard American 
graduates of, 150-152 
Superintendent (s), of — 
Army Nurse Corps, 84, 222, 225, 228. 230, 
453, 463 
Hospital Dietitians, 16 
Physical Therapists, 16 
Supply and Distribution Committee, Na- 
tional Nursing Council for War Service, 
223 
Supply Service, 
General : 
chief of, 455 
See also Office of The Surgeon General. 
Surgeon, Army Ground Forces, 456 
Surgeon, Fifth U.S. Army, 382 
Surgeon General, The, 17, 25, 26, 33, 34, 38, 
40, 41, 58, 60, 61, 67, 68, 69, 72, 73, 77, 
78, 79, 80, 81, 86, 90, 99, 111, 124, 127, 
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154, 159, 161, 162, 167, 170, 171, 175, 176, 
177, 178, 179-180, 182, 183, 184, 185, 188, 
191, 192, 193, 194, 195, 196, 199; 200, 208, 
204, 207, 208, 210, 212, 213, 215, 216, 217, 
222, 225, 228, 229, 231, 232, 233, 235-236, 
237, 242, 248, 244, 248, 250, 251, 267, 269, 
274, 275, 277, 278, 279, 292, 296, 312, 313, 
316, 317, 318, 319, 320, 438, 451, 453, 454, 
455, 456, 469, 483, 492, 4938-494, 500, 501, 
506 

affiliated units allocated by, 142 

announces conditions for commissioning 
graduates of unapproved medical 
schools, 150-151 

appointment of, 4 

appoints liaison officer to Procurement and 
Assignment Service, 162 

argument of, against ceiling figure for 
Army Nurse Corps, 84 

assignment authority of, 46, 289 

authority of, over— 
civilian personnel, 43 
recruiting boards, 175 

awards certificate of appreciation to un- 
affiliated unit, 210 

comments of, on rejection of special draft 
of doctors, 190 

disagreement with General Staff on Pro- 
tective Mobilization Plan, 62 

essentiality of Medical Department officers 
determined by, 453 

estimate of, for— 
dentists, 76 
nurse personnel, 87 

estimates ratio of doctors to military 
strength, 67 

in recruitment of medical reservists for 
active duty, 122 

institutes “reconsideration program,” 183 

instructed to prepare plan for recruiting 
boards, 173 

instructions of : 
on classification of officers, 275, 276 
to recruiting boards, 174 

jurisdiction of, over affiliated units, 142 

lack of authority of, to reassign medical 
personnel, 291 

medical personnel requirements estimated 
by, 56 

on promotion of medical officers, 465, 466, 
467 


on redeployment of medical personnel, 
487-488 
orders closing of recruiting boards, 179 
plan of : 
for Medical Department, 510 
for medical service of a fully expanded 
army, 69 
for utilization of Negro personnel, 318 
to conduct survey of medical profession, 
156, 159-161 
position categories established by, 268, 
270-271 
position of, on ratio of physicians for 
civilian medical service, 74 
promotions recommended by, 452, 453 
proposed ratio of Medical Department 
enlisted personnel to total Army 
strength, 62 
proposed revival of affiliated units, 141- 
142 
rank of, as provided by Federal statute, 4 
recommendation of, for— 
allotting technicians, 293 
appointments in the Reserves, 132 
calculation of nurse requirements, 55 
removal of restrictions in selecting Re- 
serve officers, 128 
use of “branch immaterial” officers, 60 
recommends— 
commissions for students in professional 
schools in Medical Administrative 
Corps Reserve, 139, 140 
establishment of officer candidate school 
for Medical Administrative Corps, 
126 
special draft of doctors, 184, 186-190 
requests— 
cooperation of American Medical Asso- 
ciation in recruitment, 156 
discontinuance of procurement, 194-195 
increase of Medical Department’s en- 
listed personnel quota, 60 
training-center facilities, 165 
responsibility of, for administration of 
personnel affairs, 21 
restrictions imposed upon, 42 
shift of command authority from, 42 
stand of, on reduction of Medical Corps 
officers, 68 
testimony of, on women doctors, 154-155 
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Surgeon General of the Navy, 74, 161, 162, 
189, 206 
Surgeon General of U.S. 
Service, 127, 161, 162 
Surgeon’s Office, Southwest Pacific Area, 52 
Surgeons, contract. See Contract surgeons. 
Surgery, consultant in, in— 
European theater, 282 
Office of The Surgeon General, 272 
Surgical hospitals, 59 
See also Field medical units. 
Surgical technicians, 243, 244, 286, 306 
Surplus, of medical officers, 301 
Suspension of appointments, in Dental Corps 
Reserve, 57 
Table-of-allotment units, promotion author- 
ized in, 455 
Table-of-organization units, 303, 396 
changes in, 381 
overstrengths in, 301 
promotion authorized in, 455, 456 
reduction of enlisted complements in, 255 
technicians authorized by, 293 
vacancies in, 305 
Tables of organization, 90 
for oversea units, 95, 96, 97 
for Women’s Army Corps hospital com- 
pany, 244 
for Zone of Interior hospitals, 91 
promotion provided by, 455 
revision of, for personnel allowances, 313- 
314 
used as manning guides for Zone of In- 
terior station hospitals, 64-66 
Tactical medical units and detachments: 
enlisted personnel for, 61 
increase in number of, 61 
See also Field medical units. 
Tart, Senator Ropert A., 231 
Teams, for recruiting medical personnel, 
190-191 
TEASLEY, Lt. Col. GERALD H., 270, 283 
Technical Information Branch, Army Nurse 
Corps, 228 
Technical manuals, War Department, on— 
enlisted personnel Classification, 285 
officer classification, 270, 277 
See also specific War Department Techni- 
cal Manual. 
Technicians, procurement of, for Medical De- 
partment, 242, 243 
Technologists recruitment of, for medical 
installations, 242-243 
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Temporary duty, as alternative to rotation, 
in utilization of personnel, 336 
THATCHER, Maj. HAROLD W., 320 
Theater chief surgeons, personnel functions 
of, 49 
organization, 49-52 
Theaters of operations: 
classification system in: 
development of, 281-283 
uniformity of, 283-284 
distribution of Army strength in, 385 
fixed hospitals, ratio of— 
dietitians and physical therapists to 
beds in, 89 
nurses to beds in, 86 
personnel functions of theater commander 
in, 47-49 
temporary personnel as replacements in, 
306-307 
types of Medical Department units in, 396 
undermanning units in training in, 307— 
311 
See also specific theater. 
Third U.S. Army, 327 
organization for personnel administration 
in, 52 
T/O 8-117, November 1940, sanitary com- 
panies established under, 320 
T/O 8-550, 3 July 1944, on reorganization of 
general hospitals, 301 
T/O 8-560, 28 Oct. 1944, on reorganization 
of station hospitals, 301 
revision of, 104 
TOE 8-117, for establishment 
service units, 326 
TOE 8-500, 23 Apr. 1944—253 
Training: 
Army Medical Residence Program, 502 
Army Specialized Training Program, 212, 
276 
civilian nurses’ aides, 251 
enlisted men, 165, 293-295 
for civilian physicians in 
methods, 168 
in dietetics and physical therapy, 232 
of medical specialists, 193 
of Wacs, for Medical Department work, 
243 
Training officer, Medical Administrative 
Corps officer serving as, 7 
Transfer(s) : 
loss to Medical Department 
448-449 
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Transfer (s)—Continued 
of qualified personnel from Medical De- 
partment, 294 
Transportation Corps, 99 
Triangular organization, of combat di- 
visions, 815 
Tripler General Hospital, 258 
TUCKER, KATHERINE, 227 
Twelfth Air Force, 305, 330-331, 335 
Unaffiliated units: 
as source of officer personnel, 210 
certificate of appreciation awarded to, 
210 
Under Secretary of War, 140 
Uniforms, of Army Nurse Corps, 221 
United Kingdom, 104, 302 
United States, entry of, into World War IT, 
125 
See also Zone of Interior. 
Units, of Medical Department, operating 
strength in oversea areas, 385, 387 
University of Minnesota, 73 
University of Pennsylvania, 227 
University of Rome Medical School, 254 
Unskilled workers, civilian, in Medical De 
partment, 253, 254 
U.S. Army components, 5, 111 
See also Army of the United States; Na- 
tional Guard; Regular Army; Reserves. 
U.S. Army Forces, Far East, 397 
U.S. Army Forces in the Middle East, 245 
U.S. Army Medical Department. See Medi- 
cal Department. 
U.S. Department of State, 152 
U.S. Navy, 2, 77, 190 
U.S. Public Health Service, 127, 157, 172, 190, 
211, 456 
Utilization, 3, 289-838 
assignment, 289-297 
morale factors in, 8329-337 
of limited-service personnel, 235-236 
of native labor troops, 324-329 
of Negro personnel, 317-324 
of prisoners of war, 324-3829 
replacement system in, 297-317 
Vatican City, 254 
V-E Day, 34, 82, 108, 196, 241, 260, 302, 304, 
330, 3389, 380, 397, 417, 487, 490, 504 
V-J Day, 245, 325, 4938, 494 
V-12, Navy College Training Program, 201, 
208 
Venereal disease, control measures for, as 
function of Medical Department, 2 
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Veterans’ Administration, 127, 128, 162, 248 
Medical Department officers assigned to, 
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Reserve officers employed as civilians in, 
128 


transfer of medical officers to, 73 
Veterinarians, 76, 77, 169 
Army regulations governing, 
inducted as enlisted men, 133 
Veterinary company, 61 
Veterinary Corps, 1, 56, 59, 76-77, 112, 203, 
292 
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creation of, 7 
deficits in, 58 
field grades in, 456 
general officers in, 456 
Negro personnel, 318 
of Regular Army, integration gains, 508 
procurement for, 196-198 
objectives of, 77 
sources of, 197 
promotions in, 455 
separation from: 
age for, 489 
point score for, 489 
strength of, 197, 204 
authorized, in 1989—53 
overseas, 371, 373 
Veterinary Corps Reserve, 200 
Veterinary Division, Office of The Surgeon 
General, 23, 28, 197 
chief of, 197, 200 
See also Office of The Surgeon General. 
Veterinary Medicine Committee, Directing 
Board, Procurement and Assignment 
Service, 170 
Veterinary officers, duties of, 7 
Veterinary phase, of Army Specialized 
Training Program, termination of, 204 
Veterinary Service, function of, 77 
Veterinary students: 
commissioned in Medical Administrative 
Corps, 199-200 
deferment of, for occupational reasons, 139 
in Army Specialized Training Program: 
commissioning of, upon graduation, 
202-2038 
school costs for, 202 
with Reserve commissions, transferred to 
Medical Administrative Corps Reserve, 
137 
Veterinary surgical technician, 286 
Victory Program. See War Munitions Pro- 
gram. 
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VocEL, Maj. Emma E., 16, 88 
See also Physical therapists. 
Voluntary enlistment, 164 
Volunteer Directing Board. See Directing 


Board, Procurement and Assignment 
Service. 
WAAC. See Women’s Army Corps. 


WAC. See Women’s Army Corps. 
Walter Reed General Hospital, 167, 454, 502 
War, Secretary of. See Secretary of War. 
War Department, 2, 21, 47, 53, 55, 58, 72, S4, 
90, 95, 102, 103, 104, 108, 123, 125, 128, 
130, 132, 135, 1387, 138, 140, 142, 144, 146, 
147, 152, 156, 159, 170, 175, 186, 187, 190, 
194, 200, 203, 204, 205, 209, 212, 216, 217, 
228, 239, 251, 275, 276, 283, 297, 304, 307, 
312, 324, 336, 396, 445, 462, 487, 490, 
505-506 
action of, in procurement during emergency 
period, 133-134 
ceases to press for legislation to draft 
nurses, 231 
classification 
273, 275 
curtails Army Specialized Training Pro- 
gram, 203-206 
establishes ceiling on 
strength, 73 
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